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6¢Enjoy new rewards as an Army Occupational Therapist.... 


career 
you 


“Yes, when you serve your country as an Army 
occupational therapist, you know that your life 
will be fuller, your career more complete. You 
know it because the Army makes you an officer 
—gives you tle rank and prestige reserved 
for those with important jobs. 


“It doesn’t take long to find out just 
how important your job is. Working in a 
modern, well-equipped Army hospital, 
you'll soon feel the added satisfaction of 
playing your part to help your country as 
well as humanity. 


“And with this greater responsi- 
bility come greater personal benefits, 
too. For one thing, you'll be surprised 
how your free rent, medical care and 
recreation allow you to save a tidy nest egg 
out of your officer’s salary. You'll find it comes 
in mighty handy on that big 30-day paid vacaiion 
you get every year. And while you’re waiting for 
your vacation to roll around, you'll enjoy the 
stimulating companionship of your fellow offi- 
cers— professional men and women with interests 
just like yours. 


“The Army really does offer you a fuller 
professional career, a more rewarding personal _ 
life. Why not send now for all the details on 
what an Army career can mean to you. You'll 


Surgeon Generel, States. Atiny 
be glad you did. Washington 25, D. C. y present status 
Aitn: Personnel Division ts (check one) 
| We 
Please send me further information on my opportu- 
SERVING HUMANITY, COUNTRY, SELF \ \ | ities as an Occupational Therapist in the U.S. Army. a 
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Make Your Own 


Orthopaedic Appliances 
siggtke: with the new DIREKT FORM 


Drop-Foot Brace or Night Splint 


Double-thickness of medium D-F mesh, 
tee with center layer of burlap. 2 coats 
dipped D-F hardener; added finishing 
coats brushed on. Edges sanded, finished 
and protected by elastic tape—then com- 
pletely waterproofed and sealed by D-F 
hardener. 


DIREKT-FORM aluminum-alloy wire and woven fiber 


mesh is a new, patented material. The mesh is These are important DIREKT-FORM 
easily formed directly to the body of the patient. features: 
This molded form is then dipped into the plastic @ Eliminates plaster casts 


hardener. Also, the DIREKT-FORM method has a 
unique advantage over plaster. A special softener is Simple technique 
supplied which permits reshaping or adjustment 
of a semifinished or finished DIREKT-FORM device. 


* 
e 
@ Readily reshaped 
@ Radiolucent 


Write today for Bulletin of Technique 


7] 
| 4 Victor St., Saddle Brook, N. J. 


Can be handled at room temperature 
Light-weight and durable 
Allergy-proof, easily sterilized 


Cosmetically more appealing to patient 


Exclusive National Franchises Available—for many countries. Write for proposal. 


ANNOUNCING 


in just the right weights, sizes and colors. 


Lily Homespun Yarns are made from the world’s finest 
100% virgin wools in 3 weights: 


Lamb’s Wool — for weaving lightweight Ladies’ 
Suits and Coats and Men’s Dress Sport Coats 


Suiting Yarn —for suits, Sport Coats and Light 
Topcoats 


Tweed Yarns- for Sport Coats and Topcoats. 


Available in fashionable colors on 4 oz. tubes. SLu® 


HOMESPUN YARNS AND 
ALL COTTON CHENILLE YARNS 


These exciting new yarns were developed especially for handweaving 


1 Ib. cones 
all cotton 


CHENILLE YARNS 
Samples and prices upon request are made in 18 beautiful, 

Fast colors in 3 sizes: 

ORDER ALL YOUR SUPPLIES FROM THE HANDWEAVER’S HEADQUARTERS 
LILY MILLS COMPANY, Dept. HWN., Shelby, N. C. 12-cut, 1560 Yds. per Lb. 
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(Write for free samples) 
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craft. 
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Finished work readily saleable— 
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Write for free O.T. Bulletin on Cuff Links, or 
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LOW COST 
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technical problems. Kiln reaches enameling temperature quick- 
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An Abstract of 
A STUDY OF 
THE PRESENT AND POTENTIAL ROLE OF 
OCCUPATIONAL THERAPY IN REHABILITATION* 


WILMA WEST, O.T.R. 
HENRIETTA McNARY, O.T.R. 


FOREWORD 


The Vocational Rehabilitation Amendments 
of 1954 made available funds for special proj- 
ects related to rehabilitation. This study was 
conducted by Milwaukee-Downer College with a 
grant from that source. 


The major purpose of the project was to ex- 
tend and improve the instructional program in 
occupational therapy as it relates to rehabilita- 
tion. This was approached by: 


1. Developing a concept of rehabilitation as a frame 
of reference for the occupational therapist’s role. 


2. Determining where and how the occupational thera- 
pist makes a contribution to rehabilitation through analy- 
sis of patient’needs and the academic and clinical prepa- 
ration ofthe therapist for meeting those needs. 


3. Studying ways and means of improving and inten- 
sifying the student’s preparation and concept of rehabili- 
tation through critical evaluation of his performance as 
related to job requirements. 


The study divided itself into four major phases; 
three of these were concerned with the above 
three objectives, while a fourth was devoted to 
a summary interpretation of the principal results 
and conclusions of the total study. 


PART I 


A CONCEPT OF REHABILITATION 


A cross-section review of the literature was 
undertaken to establish a general concept into 
which subsequent specific findings and recom- 
mendations might be fitted. This was distilled 
into the most significant theory reflected in both 
early and current writings on the subject and 
discussed under the following headings. 

History and development. The aftermath of 
physical disability from World War I probably 
provided the greatest single impetus to legisla- 
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tive action. By focusing the attention of society 
on the problem of the disabled soldier, aid for the 
infinitely greater numbers of handicapped civilians 
was seen to be necessary. Private agencies be- 
gan to develop programs in recognition of the 
need and research for Congressional legislation 
on rehabilitation of the industrially injured cul- 
minated in the Smith-Bankhead Bill which Con- 
gress passed in 1920. This was the basic federal 
vocational rehabilitation law and its purpose 
was to reclaim persons who would not otherwise 
be employable. 

The 1920 law remained on our federal sta- 
tute books until 1943 and provided the basis 
for early 20th century developments in rehabili- 
tation. The objectives of this law were directed 
toward the purely vocational aspects of rehabili- 
tation and programs developed rigidly along the 
lines of vocational education, training “around 
the disability” and placement. There were no 
physical restoration or psychosocial services. 

In World War II, the military services 
emerged as the leaders in modern rehabilitation. 
Their “reconditioning” programs were at least 
partially dictated by the wartime manpower 
shortage which called for a dynamic approach 
to the problems of shortening convalescence and 
hastening return to duty. These programs have 
since been broadly applied in civilian medicine 
with beneficial results in terms of shortening the 
period of hospitalization, thereby reducing the 


*This study was made possible through a_ teaching 
grant from the Office of Vocational Rehabilitation of the 
Department of Health, Education and Welfare and was 
conducted by the department of occupational therapy of 
Milwaukee-Downer College under the direction of Prof. 
Henrietta McNary, O.T.R. 


The second section of this article will appear in the 
July-August issue. 


v 
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cost of medical care and demonstrating the value 
of adding physical and psychosocial services to 
the existing vocational and economic programs 
in rehabilitation. 

Thus, in 1943, the Barden-LaFollette Amend- 
ment was passed as Public Law 113, and super- 
seded the 1920 statute. Among many other pro- 
visions, this law removed the fixed ceilings for 
grants-in-aid to the states and authorized treat- 
ment for psychogenic as well as somatic illness. 
Eligibility for rehabilitation services by reason 
of “emotional disturbances” was thus established. 

Eleven years intervened between passage of 
Public Law 113 and enactment last year of the 
most recent statute, Public Law 565, entitled 
“The Vocational Rehabilitation Amendments of 
1954.” These amendments are designed primarily 
to “promote and assist in the extension and im- 
provement of vocational rehabilitation services,” 
and are noteworthy for the sums of money pro- 
vided to meet this objective. This law is largely 
responsible for today’s greatly increased concept 
in scope and depth of rehabilitation services. 

Trends in philosophy. Up through the 18th 
century, man has a somewhat disheartening rec- 
ord of social attitude toward the handicapped. 
What has been so graphically described with ref- 
erence to the history of inhuman treatment of the 
mentally ill has also been true of public attitude 
toward the physically handicapped, though it did 
not always express itself to the same degree of 
physical abuse of this group. 

The 19th century saw the beginnings of some 
specific private efforts toward care of the handi- 
capped. These centered largely in the basic so- 
cial unit of the family and home where those 
related to the handicapped assumed responsibility 
for their care. Gradually, religious, fraternal, 
philanthropic or other groups financed the estab- 
lishment of institutional facilities and provided 
personnel for their operation. An unfortunate 
aspect of both the family and other private type 
provisions for the handicapped was the gradual 
trend toward overprotective custodial care and 
support. 

Following this development in early “private” 
efforts at care of the handicapped, and magnify- 
ing the problem it created, was the start of an 
era of government participation which pursued 
the same tendency toward total public support 
of the war-injured. With each new war and the 
constantly expanded need for services for the dis- 
abled, an already-liberal government program 
for the handicapped has been further extended. 

Americans are justly proud of the emphasis in 
their society on the dignity and worth of the in- 
dividual. However, the two and one-half most 
recent decades of U. S. political development 
seem to have perverted a fine ideal of human 
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welfare into a dangerous trend toward fostering 
dependence and liability. Years of government 
subsidy and support of our economy have 
brought about a somewhat alarming attitude not 
only of acceptance but even of expectation and 
demand. This philosophy of letting the govern- 
ment shoulder the responsibility and foot the bill 
has inevitably resulted in a stunting of individual 
initiative and consequently increased both the 
participation and obligation of the government in 
many spheres formerly left to individual and cor- 
porate business. 

There are probably few who would wish to 
argue with the basic tenets that have shaped 
these trends in the American philosophy of help- 
ing the handicapped .But the most constructive 
help they can be given is not the one-way type 
of support and care which provides only a life 
of increasing withdrawal and dependency. For 
a relatively small percentage of the total num- 
bers of disabled, this may be essential. For the 
overwhelming majority, it is as unnecessary as 
it is unwise, and a middle ground approach is 
provided in the most modern concept of rehabili- 
tation. 


A final factor in shaping these broader trends 
in the philosophy of rehabilitation is brought 
to bear through a major economic problem of 
the current era which centers on the numbers 
of handicapped persons in the population. Among 
the more obvious reasons for the increasing mag- 
nitude of this problem are: the mechanization of 
industry with greater numbers of accidents and 
resulting physical disabilities; the high speed and 
consequent human hazard of all forms of travel; 
the progress in medical and pharmaceutical sci- 
ence which has saved countless lives but left resi- 
dual handicaps; and the extended age range of 
the population, due also to progress in medicine, 
but adding problems in the care and treatment 
of a new group of infirmities. 


Basic principles. These have been formulated 
by the National Council on Rehabilitation’ as 
follows: 


1. Rehabilitation should begin at the earliest possible 
moment after recognition of the existence of a continu- 
ing disability .. . 

2. All professional workers concerned with any of the 
processes of rehabilitation should take responsibility for 
identifying problems which call for rehabilitation serv- 

3. A satisfactory report of an examination by a phy- 
sician competent in the area of the individual’s disability 
should be secured before any rehabilitation services are 
undertaken... 

4. Rehabilitation should be an individualized process 
in which all rehabilitative activities are directed toward 
the particular needs of the individual in question. 

5. Rehabilitation should be a democratic process in 
which the disabled person participates freely in planning 
for his future and makes the ultimate decisions about 
It. 
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6. The rehabilitation process should be characterized 
throughout by a constructive attitude on the part of 
each professional worker who comes in contact with 
the disabled individual . . . 

7. Rehabilitation procedures should integrate medical, 
social and vocational diagnoses and activities toward the 
development of the disabled individual as a ont per- 
sonality. 

8. Rehabilitation procedure should recognize the basic 
importance of the psychological adjustment and the men- 
tal and spiritual health of the disabled individual . . . 

9. Each professional worker who participates in the 
rehabilitation process acts as a specialist within the 
skills of his particular field and recognizes the inter- 
relationships of the several functional groups without 
confusing their functions. 


Processes of rehabilitation. Reference is again 
made to an official source? which is considered 
basic to any study of the subject. 


“The process of rehabilitation involves three major 
fields—the medical field, the social adjustment field, 
and the vocational adjustment field. 

1. The medical field comprises all those services which 
are directed toward the restoration of the disabled in- 
dividual to maximum physical competence and mental 
health . . . The physician assumes leadership and_ his 
activities are supplemented by the services of the nurse, 
physical therapist, occupational therapist, physical educa- 
tion worker, medical social worker, and psychologist .. . 

2. The social adjustment field comprises all those 
services which are directed toward helping the disabled 
individual to make a satisfactory social and emotional 
adjustment to his environment and in his relationships 
with others . . . The social worker assumes leadership, 
and her activities are supplemented by the services of 
the psychologist, guidance counselor, vocational counse- 
lor, teacher of special classes, and teacher of special 
skills... 

3. The vocational adjustment field comprises all those 
services which are directed toward helping the disabled 
individual select, prepare for and establish himself in 
the occupation which offers maximum scope for his abil- 
ities and maximum likelihood of adequate satisfactions 

The vocational counselor assumes leadership and 
his activities are supplemented by those of the social 
worker, psychologist, prevocational teacher, sheltered 
workshop supervisor, vocational teacher, placement agent, 
and “followup” field agent. 


In the remaining nine pages of the publica- 
tion just quoted, there will be found detailed and 
specific lists of the “Respective Functions of Pro- 
fessional Workers in the Rehabilitation Process.” 
A study of these functions, plus those delineated 
by Redkey* will further identify the exact serv- 
ices which distinguish a complete rehabilitation 
program. 


Gaps between theory and practice. Discrepan- 
cies between the theory and practice of rehabili- 
tation are due to a lag between the authorized 
and actual scope of rehabilitation services. Two 
main areas where such inadequacy is keenly 
noted are: (1) resources and facilities; and (2) 
personnel. 

Rehabilitation had its origin and early appli- 
cations in hospitals. However, several factors 
have in recent years reduced the role of the hos- 
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pital in this field. Among these are: the phar- 
maceutical advances in development of anti- 
biotics and similar means of controlling infec- 
tion; the trend in medical practice toward early 
ambulation and the use of other techniques de- 
signed to hasten convalescence; and the pressing 
need for hospital beds due to increased patient 
loads resulting from accidents and chronic dis- 
eases. The combination of these developments 
has tended to bring about earlier discharge and 
thus remove from the hospital setting many pa- 
tients who would otherwise be candidates for 
rehabilitation. 

Kessler* feels that hospitals have overlooked 
their potentialities for providing “limited” reha- 
bilitation services: “ . . . through this type of 
service, the handicapped can be assured of con- 
tinuity of treatment, early and complete restora- 
tion of function, and return to gainful employ- 
ment.” 

Redkey® notes a strong trend in the direction 
of developing rehabilitation centers: 


“ . Twenty-eight of the thirty-nine centers _in- 


cluded in this survey were established since 1940. Nine 
of these were established since 1950, thus indicating a 
rate which, if maintained until 1960, would more than 
double the number of existing centers . . . As many 
centers were established in the first two years since 1950 
as were established in the thirty years prior to 1940...” 


These are encouraging trends, but it will un- 
doubtedly be years before they can reverse the 
long-standing inadequacy of resources and facili- 
ties. 

The second major gap between rehabilitation 
theory and practice is cause for even more con- 
cern than the first. This is the problem of sup- 
ply of personnel essential to staff the facilities 
and provide the services which have been author- 
ized. There are three major aspects of this prob- 
lem of personnel. The first, and key to the other 
two, is the insufficient number of qualified pro- 
fessional workers in all areas of rehabilitation. 
Solution to this problem of course lies in re- 
cruitment and in establishing appropriate re- 
muneration and other perquisites to attract the 
desired numbers and types of personnel. The 
second and third aspects of the personnel prob- 
lem, professional preparation and experience, are 
closely related if not interdependent. Improve- 
ment in these areas is a matter of concern to 
the professional disciplines involved and it is 
encouraging to note that a number of them are 
undertaking a review of academic and clinical 
education and experience in light of the demands 
in current rehabilitation practice. In addition, 
one must rely on the essential responsibility in- 
cumbent upon the professional person constantly 
to seek ways of improving his qualifications with 
respect to the specific job he is called upon to do. 


Future goals. These may include as highly de- 
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TABLE I 


PATIENT NEEDS 


ACCORDING TO TYPE AND STAGE OF ILLNESS 


Including 
The Contribution of Occupational Therapy 
Toward Meeting ‘These Needs 


PATIENT NEEDS 


PHYSICAL 


General physical tone 
Muscle power 
Joint mobility 
Neuromuscular coordination 
Function skill in use of prosthesis........................----------+ 
Self-care aids and skill in their use 

Good posture habits 
Relaxation for promoting rest 
Gentle fatigue for inducing sleep 
A channel for excess energy 
A degree of independence (self-help) 


MENTAL 


A philosophy of hope toward recovery and usefulness, 
including courage to fight back, reassurance with 
regard to the future, arousal and maintenance of 
interest in returning to activity, and an incentive for 
living 

Adjustment to hospital or institution 

Objective acceptance of illness and treatment 

Contentment, or reduction of anxiety 

Mental stimulation 

Release of emotional tensions 

Increase of attention span.. 

Motivation to guided therapeutic exercise & activity...... 

Avocational interest/hobby 

Emotional acceptance of residual disability.................... 

Self-respect and assurance 


SOCIAL 


Explanation and interpretation of rehabilitation pro- 
cedures 
Interest, understanding, encouragement and planned as- 
sistance with medical, personal, family, social and/or 
vocational problems 
Prevention of secondary mental, physical or social 
conditions during illness and treatment.....................-.. 
Acceptance of cosmetic implications of disability............ 
Socializing experiences 
Recreational outlets 
Preparation for social readjustment to family, vocation 
& community 
Referral to other community services as needed.............. 


VOCATIONAL 


Good work habits 
Work tolerance 
Vocational counseling and guidance 
Vocational tryout, including exploration, testing and/or 
development of vocational interests, aptitudes and 
skills 4 
Evaluation of job capabilities and limitations................ 
Vocational training 
Vocational readjustment 
Job placement 
Follow up 


Economic security 
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KEY FOR TABLE I 
Type and Degree of Need 


Phy—Physical xx — Principal area 
Men—Mental x — Secondary or related stage or area 


Soc—Social 
Voc—Vocational 
Stage of Need—Use of OT 


Ac—Acute XX — Major 
S-A—Sub-acute X — Secondary (Primary emphasis is elsewhere) 
Con—Convalescent xx — Potential (Undeveloped due to lack of training) 
Chr—Chronic x — Incidental (Mainly role of another worker) 
TABLE II 
OCCUPATIONAL THERAPY COURSES RELATED TO PATIENT NEEDS 
Patient Needs Related Courses 
PHYSICAL 
Muscle power Anat, Physiol, Kines 
Joint mobility Anat, Physiol, Kines 
Functional skill in use of prosthesis, .......-.<...:2:----<<0csesensssecsene-eceeoss Anat, Physiol, Psych. Sociol 
Gentle fatigue for sleep Anat, Physiol, Psych 
A channel for excess energy a Anat, Physiol, Psych. Sociol 
A degree of independence (self-help) ...................c-:seccssssscseseeeesees Psych, Sociol 
MENTAL 


A philosophy of hope toward recovery and usefulness, including 
courage to fight back, reassurance with regard to the future, 
arousal and maintenance of interest in returning to activity, 


and an incentive for living Psych, Sociol 
Adjustment to hospital or institution ; Psych, Sociol 
Objective acceptance of illness and treatment...................2..-0---0+-+- Psych, Sociol 
Contentinent, or reduction of anxiety.......;.-....-......-...ces-cissssceecs Anat, Physiol, Psych 
Release of emotional tensions > Anat, Physiol, Psych. Sociol 
Increase of attention span.................-. is Psych, Sociol 
Motivation to guided therapeutic exercise & activity...................... Anat, Physiol, Kines, Psych 
Emotional acceptance of residual disability... Psych, Sociol 

SOCIAL 

Explanation and interpretation of rehabilitation procedures........ Psych, Sociol 


Interest, understanding, encouragement, and planned assistance 
with medical, personal, family, social and/or vocational 


Prevention of secondary mental, ‘physical, or social conditions 

during illness and treatment - Anat, Physiol, Kines, Psych, Sociol 
Acceptance of cosmetic implications of disability....................-....- Psych, Sociol 
Socializing experiences Psych, Sociol 
Recreational outlets Anat, Physiol, Kines, Psych, Sociol 
Preparation for social readjustments to family, vocation and 

community Psych, Sociol 
Referral to other community agencies as needed Psych, Sociol 

VOCATIONAL 

Good work habits aed Anat, Physiol, Kines, Psych, Sociol 
Work tolerance Anat, Physiol, Kines, Psych, 
Vocational counseling and guidance Anat, Physiol, Kines, Psych, Sociol 
Vocational tryout, including exploration, testing and/or develop- 

ment of vocational interests, aptitudes and skills Anat, Physiol, Kines, Psych, 
Evaluations of job capabilities and limitations Anat, Physiol, Kines, Psych, 
Vocational training (Not the function of the O.T.) 
Vocational readjustment Anat, Physiol, Kines, Psych, Sociol 
Job placement (Not the function of the O.T.) 
Follow up (Not the function of the O.T.) 
Economic security (Not the function of the O.T.) . 
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siderable and only partially fulfilled aims as the 
following: development of additional rehabilita- 
tion facilities and resources; increased numbers of 
personnel in all major fields of professional ac- 
tivity; maximal qualification, through preparation 
and experience, of such personnel; and improved 
mutual understanding on the part of all per- 
sonnel toward the objective of true integration 
and coordination of services. 


PART II 
PATIENT NEEDS, WITH SPECIAL 
REFERENCE TO OCCUPATIONAL THERAPY 


Patient needs and the contribution of occu- 
pational therapy. In order to classify the rehabili- 
tation needs of the disabled person, the divisions 
of the official definition have been borrowed, 
with the exception that economic are considered 
to be included with vocational and thus only four 
categories are used: physical, mental, social and 
vocational. There is also a time factor of needs 
as they occur during illness and treatment and 
this has been subdivided to include acute, sub- 
acute, convalescent and chronic phases. The se- 
quence may not be equally weighted as recovery 
may culminate following the sub-acute or con- 
valescent period, with early rehabilitation pre- 
venting a chronic phase. 


It is not too difficult to compile a list of pa- 
tient needs that will reflect most of the require- 
ments of the disabled. The literature abounds 
with implied and direct statements of them and 
although there is always a problem of semantics, 
the sufficiently universal language of rehabilita- 
tion aids mutual understanding. What is not so 
clearly defined nor universally agreed upon is 
the relative importance of various needs. It is 
therefore necessary to make somewhat arbitrary 
decisions in placing them in categories according 
to type of need and also stage of illness, as has 
been attempted in Table I. 


Patient needs and the occupational therapy 
curriculum. The bulk of this part of the study 
was devoted to an assessment of the total occupa- 
tional therapy curriculum with reference to the 
manner in which it prepares the student to meet 
patient needs in rehabilitation. This included a 
study of the design and content of the profession- 
al curriculum with reference to the American 
Medical Association’s Essentials of an Acceptable 
School of Occupational Therapy, and an analysis 
of course sequence by years and purpose with 
reference to the educational objectives outlined 
in the American Occupational Therapy Associa- 
tion’s “Curriculum Guide.” 


The final analysis of this part, presented in 
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Table II, correlates the actual courses specified 
in the core curriculum with the patient needs 
listed in Table I. In this, no attempt has been 
made to show the relationship of the following 
courses, which apply throughout: medical lec- 
tures, theory courses, therapeutic media and stu- 
dent affiliations. Similarly, the forty-odd semes- 
ter hours of electives included in each student's 
curriculum (in the B.S. degree course) have 
been omitted. The application of these courses 
can only be generalized in terms of the philo- 
sophical value of the liberal arts program where- 
in the student is exposed to broad and fundamen- 
tal principles which he subsequently applies in 
multiple situations as indicated. 


Summary observation. On the basis of the out- 
line of course content and various analyses of 
the curriculum, it is possible to make certain 
observations with reference to the adequacy of 
this curriculum in preparing the occupational 
therapist to meet patient needs. 


The value of the preponderant weight of the 
total curriculum which is devoted to the biologic 
sciences and psychology is readily evident in the 
number of entries for these subjects to show 
their relationship to patient needs. These sub- 
jects account for eighteen of the thirty-seven 
semester hours, exclusive of electives, which com- 
prise the theoretical subjects in the core curricu- 
lum for occupational therapy (as specified by 
the American Medical Association’s Essentials, to 
which reference has previously been made). 
Matching these courses to the fifty identified 
needs of the patient, the following relationships 
are noted: anatomy and physiology are appli- 
cable to twenty-two needs; kinesiology to four- 
teen; and psychology to thirty-three. In the area 
of the social sciences, which includes sociology 
and related subjects, there is an equally broad 
application: twenty-six of the fifty needs are be- 
lieved to be related to subject matter in these 
courses. Comment has already been made on 
the universal application of the content and phi- 
losophy of lectures in medical subjects, courses in 
the theory of occupational therapy, the therapeu- 
tic media, and clinical experiences. 


It would seem logical, therefore, to conclude 
that there is little “waste” material in the present 
curriculum, ie., all of the courses presented are 
applicable for multiple purposes. But there is 
another aspect to the question of adequacy of 
preparation for job demands, and this is the 
matter of lack of course material which might 
improve the quality or increase the quantity of 
preparation. Both of these questions were there- 
fore studied further through the field visits and 
discussions which comprised the third major 
phase of the study. 
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PART III 
REPORT ON CLINICAL 
VISITS AND STUDIES 


Introduction. In the third phase of this proj- 
ect, clinical visits were made to twenty-two se- 
lected rehabilitation programs in the eastern and 
mid-western states. These programs were se- 
lected to provide a broad coverage of all types 
of rehabilitation services, but time and funds 
limited both the number and geographic area that 
could be included. The purpose of the visits 
was to discuss the subject of the study with all 
types of personnel associated with rehabilitation 
programs and to obtain from them suggestions 
for better functioning on which curricular changes 
might be made to increase the effectiveness of 
the occupational therapist. 


Method of procedure. Prior to the visits, let- 
ters were sent to the selected centers to intro- 
duce the project, describe its purpose and antici- 
pated result, and invite participation in terms 
of arranging the necessary staff interviews. The 
following three questions were suggested for dis- 
cussion and to indicate the exact areas of interest 
and desired comment: 


1. The concept of rehabilitation—to confirm or alter 
the concept formulated from the literature and recorded 


in Part I as a frame of reference for the total study. 


2. The present and potential role of occupational 


therapy in rehabilitation—to confirm, alter or extend 
the current concept of on-the-job requirements. 

3. Suggested additions, deletions and/or changes in 
emphasis in the occupational therapy curriculum at both 
academic and clinical levels to determine the direction 
and extent of future educational trends. 


The length of visits ranged from three hours 
to a day and a half, and the number of people 
consulted averaged six per institution. In most 
instances, a brief tour of the physical facili- 
ties and general orientation to the program 
was conducted prior to individual interviews. 
Complete notes were taken and reports were 
subsequently written up in detail covering a gen- 
eral description of each program and _ specific 
comments of all personnel consulted. Teaching 
material was assembled for College use. Numer- 
ous copies of the following were collected: pre- 
scription forms; joint motion, muscle rating, ac- 
tivities of daily living and prosthetic achievement 
charts; annual reports; reprints of technical arti- 
cles; descriptive statements, pamphlets and book- 
lets; intake policies; fee schedules; drawings of 
adapted equipment; prevocational testing crite- 
ria; progress note forms; and numerous other 
items. Some sixty glossy photographs and forty 
colored slides were also selected, loaned for re- 
production, and added to the pool of College 
teaching materials. 
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SUMMARY REPORT OF CLINICAL VISITS 


List of clinical centers visited 
By Specialty: 

Community out-patient rehabilitation centers—6 
Cleveland Rehabilitation Center, Cleveland, Ohio 
Rochester Rehabilitation Center, Rochester, N. Y. 
Hartford Rehabilitation Center, Hartford, Conn. 
Liberty Mutual Rehabilitation Center, Boston, Mass. 
Institute for the Crippled and Disabled, New 

York, N. Y. 
The Rehabilitation Institute, Kansas City, Mo. 
Community in-patient rehabilitation centers—3 
The Rehabilitation Institute of Metropolitan De- 
troit 

The Rehabilitation Institute of Chicago 

New York University-Bellevue Hospital Institute 
of Physical Medicine and Rehabilitation, New 
York, ¥. 

Hospital rehabilitation programs—3 
University Hospital, Ann Arbor, Michigan 
Henry Ford Hospital, Detroit, Michigan 
Kansas University Medical Center, Kansas City, 

Kansas 
Curative workshops—2 
The Curative Workshop of Racine, Wisconsin 
The Curative Workshop of Milwaukee, Wisconsin 
Specialty rehabilitation programs—8 
Winfield Sanatorium, Winfield, Illinois—Tuber- 
culosis 

Cleveland Area Heart Society, Ohio—Cardiac 

Resthaven, Chicago, Illinois—Geriatric, early con- 
valescent 

Respirator Center, University of Illinois—Sub- 
acute polio 

Highland View Hospital, Cleveland, Ohio— 
Chronic disease 

Goodwill Industries, Buffalo, New York—Shel- 
tered employment 

Woodrow Wilson Rehabilitation Center, Fishers- 
ville,, Va.—Vocational training 

Hospital for Mental Diseases, Milwaukee—Psy- 


chiatry 
By state: 

East Mid-West 
Massachusetts .. 1 Michigan ...... 3 
Connecticut ...... 1 Wisconsin ...... 3 
New York ...... + Illinois .......... 4 
3 Missouri ........ 1 

1 

9 

South 12 
Virginia .......... 1 


Summary of personnel consulted 
By institution: 


Rehabilitation Institute of Detroit ...................... 6 
University Hospital, Ann Arbor ......................-+: 9 
Milwaukee Curative Workshop .................--..------- 10 
University of Illinois Respirator Center 2 
Rehabilitation Institute of Chicago ............. 8 
+ 


Racine Curative Workshop ..................--- 6 
Rehabilitation Institute of Kansas City.... 6 
Kansas University Medical Center............ 
Hartford Rehabilitation Center 5 
Liberty Mutual Rehabilitation Center, Boston...... 3 
Buffalo Goodwill Industries 4 
Highland: View: 6 
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Rochester Rehabilitation Center -.........................-- 8 


Cleveland Area Heart Society 6 
Cleveland Rehabilitation Center -.....................--.- 5 
Hospital for Mental Diseases, Milwaukee............ 7 
Unattached (Dr. Robert Boyle, 

Miss Marjorie Taylor, Miss Bell Greve) ...... 3 


By professional field: 


12 
Physicians 16 
Physiatrists ........ 
Phthisiologists ... 2 
Physical therapists 16 
Occupational therapists 40 
Nurses 4 
Speech therapists 
Public relations personnel 2 
Sheltered workshop foremen. 2 
Personnel 1 
Director of health & welfare (city) ~................... 1 
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Concept of rehabilitation. There was no ma- 
jor disagreement with the basic general concept 
of rehabilitation formulated from a review of the 
literature and recorded in Part I of this study. 
The following major indications of concept and 
philosophy of rehabilitation may, however, serve 
to summarize the present thinking in that seg- 
ment of rehabilitation personnel consulted in 
this study. 

With respect to coverage of patient needs, 
there seems to be a decided trend toward com- 
prehensiveness of services which should material- 
ly aid in balancing the previous program em- 
phasis on the physical and mental vs. the so- 
cial and vocational needs of the rehabilitant. 

There is fairly common agreement that most 
rehabilitation programs show a gap between phy- 
sical restoration and vocational services. There 
is also considerable agreement on both the prin- 
ciple reasons for and proposed solution to this 
problem. By way of explanation, it is noted 
that counseling and placement personnel find it 
difficult to make vocational plans until the dis- 
ability is stable, the handicap definable and the 
residual vocational ability evaluated. In order 
to help close this gap, it has frequently been 
suggested that occupational therapy extend its 
services into the prevocational area. For this ad- 
ditional role, however, it is recognized that the 
conventional treatment media should be supple- 
mented with more vocationally-related activities 
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and that occupational therapy personnel need to 
acquire further vocational information and skills 
in evaluation and testing of vocational require- 
ments. 

There is general conviction among administra- 
tive and medical personnel in rehabilitation that 
problems of the future will be increasingly con- 
cerned with chronic disease. Paralleling this 
thought and closely related to it is an increasing 
awareness of the problem of the aging and a 
searching query as to possible programs for and 
means of using our elder citizens. For the se- 
verely chronically disabled, the sheltered work- 
shop or some similar facility is seen as indispens- 
able to provide employment for those who can- 
not be absorbed in the competitive labor mar- 
ket. For the geriatric rehabilitant, various far- 
sighted leaders have urged that the wisdom and 
experience of this group be used in a consulting 
capacity to industry and business, and that com- 
munity avocational, recreational and religious 
programs be developed for them. Applying these 
indications to the profession under study, general 
opinion of rehabilitation personnel supports a 
parallel expansion of occupational therapy pro- 
grams and services for chronic disabilities and 
geriatric patients. 

Critical comments on occupational therapy. 
The unabridged report of this study contained 
several pages of specific critical comments on oc- 
cupational therapy which were tabulated accord- 
ing to subject matter and professional source. 
These included comments on general strengths 
and weaknesses in the occupational therapist's 
performance as seen by his professional col- 
leagues, plus specific notes on student selection, 
academic preparation, techniques and media, stu- 
dent affiliations, clinical programs, post-graduate 
training, and the use of non-professional person- 
nel. Since space devoted to this report permits 
publication of only a fraction of the total effort, 
this phase of the study is omitted here but com- 
mented on in the final section (Part IV) under 
the heading of “Summary Recommendations on 
Education and Practice.” 

Concurrently with the clinical visit phase, the 
writer attended an institute for occupational 
therapists, conducted by the American Occupa- 
tional Therapy Association under a grant from 
the Federal Office of Vocational Rehabilitation, 
entitled “A Re-Assessment of Professional Edu- 
cation and Practice in Occupational Therapy as 
Relzted to Rehabilitation.” 

The objectives of that institute were to study: 

1. [he needs of the disabled person for common un- 
derstunding 

2. The contribution of occupational therapy to total 
rehalilitation 

3. Curricular changes which would make this contri- 
butien more effective. 

(Continued on page 131) 
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THE VALUE OF OCCUPATIONAL THERAPY WITH 
HOSPITALIZED TUBERCULOUS PATIENTS 


HAROLD L. BEST? 
SOL CHAREN* 


The place of occupational therapy in the tuber- 
culosis hospital is widely and generally recognized 
as having an important ancillary role in treat- 
ment. One of its functions is to occupy the pa- 
tient and thereby restore his interest in activities 
outside of himself and his illness. As a funda- 
mental and early part of the total process of 
rehabilitation, occupational therapy offers the 
major means whereby the process of regression 
caused by the disease and hospitalization can be 
stopped and reversed.* 

The writers, both familiar with tuberculosis 
hospital settings by virtue of their experience as 
psychologists in such hospitals have, like others 


accept the principles on which occupational ther- 


apy is based, this acceptance stems from a prior 
and clinical experience. Objective, quantitative, 
evaluative results which would prove the value 
of occupational therapy are lacking. Although 
studies’ * of the effects of occupational therapy 
with patients in general do exist, they are based 
in general upon empirical results or clinical ob- 
servations of ward physicians and others. As 
professional people occupational therapists have a 
responsibility to verify experimentally that dem- 
onstrable results can be gotten from their work 
with patients, that occupational therapy benefits 
the patient in his efforts at recovery. 


Table 1 
Description of the personality components measured by the CTP* 


Personal Adjustment 


Social Adjustment 


1A. Self-Reliance. “. . . an individual can do things 


independently of others; depend upon himself . . .” 
1B. Sense of Personal Worth. “An individual . . . is 
well regarded by others . . . feels that others have 


faith in his future success . . .” 

1C. Sense of Personal Freedom. “An individual en- 
joys a sense of freedom . . . when he (sets) the gen- 
eral policies that . . . govern his life.” 

1D. Feeling of Belonging. “An _ individual 

(who) enjoys the love of his family . . . friends . 
people in general.” 

1E. Withdrawing Tendencies. “Normal adjustment is 
characterized by reasonable freedom (from withdrawal 
into phantasy, tendency to sensitivity, loneliness). 


1F. Nervous Symptoms. “. . . One who suffers from 
a variety of physical symptoms .. .” 
* 3, pp. 3-4. 


2A. Social Standards. “. . 
others...” 

2B. Social Skills. “. . . Interest in the problems and 
activities of his associates. 


. recognize the rights of 


2C. Anti-Social Tendencies. “. . . (not) given to 
bullying, frequent quarreling, disobedience, and de- 
structiveness to property. 

2D. Family Relations. “. . . Desirable family rela- 
tions . . . a sense of security and self respect with 
the various members of his family. 

2E. Occupational Relations, “. desirable voca- 
tional relations . . . happy in his job because he is 
(interested, feels a sense of worth). 

2F. Community Relations. “, . . making good ad- 
justments in his community . . .” 


acquainted with occupational therapy, definite and 
positive beliefs as to its practical value to patients. 
Tuberculosis hospitalization, more than any other 
type, requires continued rest and long internment 
if the patient is to get well. This means that 
he is confronted by the dual problem of keeping 
up morale and also fighting boredom as he waits 
out recovery. More than any other hospital ac- 
tivity, Occupational therapy gives the patient a 
useful feeling by providing him with constructive 
occupation. It also fills in his time and provides 
him with subjects for concentration. To the ex- 
tent that his attention is fixed externally, away 
from his body and his personal problems, he is 
in a better position to maintain belief in himself 
as a whole personality. A belief of this nature 
is essential if the individual is eventually to make 


the adjustments to a social environment outside 


the hospital. 


While hospital administrators and physicians 
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Some of the difficulties in such research lie in 
the fact that research work with humans is often 
difficult to control since research in any hospital 
setting must not precede responsibility to patients 
and the hospital. Pressure of daily routine, re- 
quirements of medical over ancillary treatment 
also make research in this area difficult and at 
times frustrating. 

Based on their own observations, the writers 
believe that measurable evidence of the benefit of 
occupational therapy with the tuberculous patient 
can be obtained. They hope that the research 
method reported here can serve as a model for 
workers in the field of tuberculosis. 

Psychological tools can be used by occupa- 
tional therapists to point out benefits and reveal 
fallacies; specifically they can separate positive 
values and benefits from false beliefs and prac- 
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tices. An evaluation of this sort cannot be valid- 
ly accomplished solely through empirical and 
clinical methods of investigation. 

The purpose of this study is therefore to pro- 
vide objective, experimental proof that normal 
routine occupational therapy, part of the program 
of rehabilitation in any tuberculosis ward, does 
provide measurable benefits to the patient. The 
hypothesis to be tested is that occupational ther- 
apy will provide greater personality stability for 
the hospitalized tuberculous patient in that he 
will be more capable of a satisfactory personal 
and group adjustment. 

METHOD 

From a total population of approximately 300 

patients hospitalized with pulmonary tuberculosis, 


Those engaged in occupational therapy had 
been active for a minimum of three months. 
Those in the non-occupational therapy group 
were patients who had been placed on waiting 
lists because of lack of equipment or the al- 
ready full schedule of the occupational thera- 
pist. It is to be noted that the patients not 
participating in occupational therapy were in- 
active through no fault of their own and were 
strongly motivated towards being included in 
this activity. 

The test selected to test the hypothesis under 
investigation was the California Test of Per- 
sonality, Form AA, 1953 revision (CTP). This 
consists of six subtests which form a Personal 
Adjustment Scale (PA) and six others which 


Table 2 
Mean Scores of the experimental and control groups on the CTP 
(N = 27 in each group) 


Groups 
Subtests Experimental Control P. 
Means Means 

1B. Sense of Personal Worth ...........................-.- 10.78 9.67 10 
1C. Sense of Personal Freedom 10.40 10.11 67 
1D.. Feeling of Belonging 11,37 11.37 .00 
1E. Withdrawing Tendencies 11.48 1922 71 
2C; “Temdencies: 12.93 11.63 .06 
2E. Occupational Relations ..................-...-..-.-c--.-. 10.00 9.11 .20 


two groups were selected with members paired 
for age, sex, color and hospital activity level. 
These patients, obtained from two hospitals in a 
large metropolitan area, were in general of low 
economic status. As members of a low so- 
cial and class status group these patients are 
generally most liable to regression and have the 
most difficult adjustment to make on their return 
to community living. Pairing was done so as to 
include one partner not engaged in occupational 
therapy and the other busy in this activity. Thus 
a Negro male patient, aged 27, with Class II 
activity level and working in occupational therapy 
was paired with another male Negro whose age 
was within five years, also Class II and not able 
to participate in occupational therapy. Twenty- 
seven such pairs were selected, consisting of five 
white and twenty-two Negro, thirteen female and 
twelve male and with seven engaged in Class I 
activity, thirteen in Class II and the remainder 
in Class III. The mean age of those engaged in 
occupational therapy was 33.2 years, of the non- 
occupational therapy group, 34.6 years. The dif- 
ference between ages was not statistically sig- 
nificant. 
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form a Social Adjustment Scale (SA). The 
reliability for the test and its component parts 
is quite high and there have been a number 
of validating studies which show it is of value 
in measuring the individual’s personal and _ so- 
cial adjustment.* Table 1 lists the definitions 
given by the test authors for each scale. 

The test was given to the 27 pairs selected 
from the original population of 300, with the 
pairs matched as described, one partner recom- 
mended for occupational therapy but not able 
to participate and the other active. Those part- 
ners engaged in occupational therapy were the 
experimental group and those inactive were the 
controls. In no instance was any patient se- 
lected who was too ill to accept occupational 
therapy or who had refused to participate. 
Analysis of variance was the statistical tech- 
nique used to measure differences in the test 
scores obtained by each group. 

RESULTS 

Table 2 shows the experimental group of 
patients, those receiving occupational therapy, 
had higher mean scores on all subtests than the 

(Continued on page 132) 
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SOME PSYCHIATRIC PROBLEMS OF 


THE PHYSICALLY DISABLED 


HERBERT DIAMOND, M.D.* 


In recent years there has been a tremendous 
surge of interest in total rehabilitation. This de- 
velopment has reflected a growing awareness of 
the great importance of all of the multiple phy- 
sical, social, economic, vocational and psychologi- 
cal aspects of illness and its treatment. Con- 
currently, along with these changing perspectives 
there has been a comparable broadening of in- 
terest in the patient and a great focusing of at- 
tention on his emotional reactions to experiences 
with illness or disability. The emergence of the 
importance of the patient himself in every treat- 
ment program suggests that clarification of the 
concept of “patient” would be desirable. Let us 
then first consider this concept as a jumping 
off point into the following discussion of some 
of the psychiatric problems which can arise 
with the organically ill, since this paper will 
concern itself mainly with that person who is 
called the patient. 

It is surprising how often individuals who deal 
professionally with sick people have considerable 
difficulty crystallizing in their thoughts an ade- 
quate concept of “patient.” The familiar diction- 
ary definitions fall short of the mark even when 
they imply the suffering which is inherent in 
the definition, and it seems necessary to expand 
the ideas from such sources. A very helpful for- 
mulation is that of Maeder'* who thinks of the 
patient as a person with a problem which he can- 
not solve without outside help. Since he cannot 
solve the problem himself, he is forced to enlist 
the aid of another person, the therapist. The 
broader definition, then, includes the additional 
concept of a relationship,** a relationship be- 
tween two individuals; one who has a problem 
requiring assistance, and another who has the 
skills and training to help him with it. With 
these thoughts in mind, then, it seems necessary 
in thinking of a patient to consider these three 
factors; the person, the problem, and the thera- 
pist-patient relationship, which can be thought of 
as facets of the concept of patient. Since each 
facet represents a potential source of emotional 
conflicts, an effort will be made to describe and 
clarify some of these conflicts and how they 
come about from this frame of reference. 


The patient is before anything else a person. 
We have a tendency these days to lose sight 
of this important fact. We somehow fail to 
keep in mind that this person in so many ways 
is like ourselves and everyone else. He has 
anxiety, insecurity, fears, frustrations, needs, ex- 
pectations and hopes. In addition, he may have 
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great potentiality for getting well which may 
not be immediately apparent. The tendency, 
however, is to see only the paralysis, the stump, 
the ankylosed joint, the inefficient heart, and not 
see the human being who bears and is burdened 
by the physical disability. He seems to get lost 
rather easily in the maze of laboratory reports, 
advice from consultants, prosthetic problems, 
nursing difficulties, staff problems and even per- 
haps occupational therapy gadgets. But the per- 
son in the patient is there waiting and needing 
to be discovered if there’s a desire and mind to 
seek him out. 


This point can be readily illustrated by the 
case of a paraplegic young woman who failed 
to progress in rehabilitation until her therapists 
were able to see her as an individual, under- 
stand some of her growing up experiences and 
gain some insight into her behavior and needs. 
This woman was injured when the window which 
she was cleaning gave way with the result that 
she fell from a second floor level to the side- 
walk below. She became immediately para- 
plegic and was quickly started on a program of 
medical treatment and then rehabilitation. She 
came to the center after an unsuccessful experi- 
ence elsewhere with bowel and bladder prob- 
lems, infected ulcers on both legs, some drug 
sensitivities, physical depletion and depression. 
She was entered into an all-out, total push pro- 
gram aimed at teaching the activities of daily 
living, complete self care, ambulation and total 
independence. She fared badly on this regimen, 
interpreted the push as rejection and responded 
with hostility, some of which was expressed ver- 
bally against the staff, in the form of bitter com- 
plaints and overt resentment, and some non- 
verbally through noncompliance with orders. 
Some of the hostility she turned on herself in a 
masochistic or self punishing way. With appar- 
ent disregard for herself she carelessly threw 
her body around, bringing about an endless suc- 
cession of skin lesions. In fits of despondency 
she would lose control, allow herself to get 
drunk and then go through such physiologic up- 
heavals that she would lose whatever gains she 
had made with her bladder and bowel programs 
and with ambulation. 

In an effort to understand the reasons for 
these difficulties, attention was redirected to this 
woman’s life history, development and emo- 


*From the Department of Psychiatry, University of 
Pennsylvania, School of Medicine and the Rehabilitation 
Center, the Hospital of the University of Pennsylvania. 
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tional needs. Her early life was briefly as fol- 
lows: When she was two years old, her mother 
died, and she was sent to many orphanages and 
foster homes where she was most unhappy, but 
where she stayed until adolescence. Several times 
she wanted to run away. In her mid-teens she 
entered into an ill-advised marriage which didn’t 
last. It became apparent that this woman never 
had any warm, loving relationships and that 
throughout her life important dependency needs 
and needs for love and acceptance were never 
gratified by a mother or father or by anyone 
else. Her one sister went her own way in life 
and seemed not to have much real interest in 
the patient. It also seemed clear that by criticiz- 
ing her and by being annoyed at her failure to 
move ahead, we were reproducing the pattern of 
rejection and disapproval which characterized her 
earlier relationships. By responding more warm- 
ly to her, by doing more for her, that is, by 
gratifying more of her dependency needs in some 
areas, she was helped to resolve some of her 
hostile feelings and to begin to make some prog- 
ress in other areas of her rehabilitation program. 
In addition she was helped to be more accepting 
of herself by having the staff indicate to her its 
feelings that she was a worthwhile person in spite 
of her paraplegia. By not seeing her initially 
as an individual in the framework of her pre- 
vious life experience and current illness, a psy- 
chological problem was created which increased 
her total emotional burden. 


Consider now what happens emotionally to 
an individual who becomes ill or disabled.**:* 
Speaking generally, as a well person, the able 
bodied adult enjoys independence, intimate con- 
tact with the world around him, and he has ade- 
quate outlets for aggression and physical ten- 
sions. But the illness, as a disrupting force, frus- 
trates these important emotional gratifications 
and forces him into an entirely different psy- 
chological situation. His new world becomes 
contracted and self-centered, and his needs re- 
quire few people for gratification. In essense, 
this new world for the patient is very similar 
to the world of the infant or child. From a 
psychological point of view the patient appears 
to give up the role of an adult and to be thrust 
psychologically into a child’s role. This return 
to an earlier pattern of life or movement from 
an adult to a childhood pattern is known as re- 
gression.’ It brings about the reawakening of 
infantile conflicts, conceptions and needs which 
become sources of anxiety, irrational behavior 
and distortions in the perception of self and 
others. Where extreme, the regression can pre- 
sent a more formidable problem to treat than 
the physical disability. The following patient 
demonstrates some of these points very well. 
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A single man, under fifty, two years previously 
suffered a stroke which resulted from a mod- 
erately long standing essential hypertension. He 
was a very intelligent man who had been an 
executive with responsibility for and authority 
over many people. The hypertension apparent- 
ly developed in a setting of suppressed feelings 
of resentment and annoyance which were occa- 
sioned by the intense pressures, responsibilities 
and frustrations of his job. However, he man- 
aged to continue to function even with very mix- 
ed feelings about his work until the stroke, when 
he fell apart. He gave up the struggle to be 
an independent, adult male in our society, and 
became again a dependent child. It was as 
though he seized upon the illness as a justifiable 
reason for removing himself from an unpleasant 
situation, and by becoming completely depend- 
ent on an aged mother he placed himself in a 
situation which was for him more pleasurable 
and desirable and which, therefore, represented 
an emotional gain or a gain from the illness. 
Over a two year period his mother dressed, fed 
and comforted him as though he was an infant. 
In this period of time he remained confined 
to a wheel chair. His failure to ambulate or 
apply himself to activities of daily living was 
blamed on pain throughout his hemiplegic side. 
In the first interview he described how the prob- 
lems in getting him down the steps in his chair 
could be compared with carrying an infant in 
a carriage down a flight of stairs. And he end- 
ed the interview with a reqeust to be permitted 
to leave to “make wee-wee.” Certainly uncon- 
sciously he was aware of his regressed infantile 
status. In his case the psychological gains from 
the hemiplegia and the intensity of the regres- 
sion to and then the fixation at such a very 
early stage of emotional development made for 
an impossible therapeutic problem which essen- 
tially required his growing up all over again. 

Another important reaction to disability in- 
volves the utilization of the psychological de- 
fense mechanism of denial. It’s a common ex- 
perience to see a patient reject a poor prognosis 
and convince himself that he’s going to get well. 
This reaction has been quite striking in some 
adolescent boys with very high cord transections. 
Although completely quadriplegic with perhaps 
only some biceps actively remaining, they have 
all been firmly convinced that they would re- 
cover. They have rejected frank statements about 
prognosis, by pointing out that doctors do not 
know all the answers and that, anyway, someone 


had already told them that they would get well.- 


In the early phases of rehabilitation, that is, in 
the first six months after injury, they seemed 
to feel that recovery was only a matter of having 
enough “will power,” and their fighting spirits 
were quite impressive, although at times they 
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also went through periods of depression. Some 
held on to a phantasy that they would wake 
up one morning to find themselves completely 
well again. Such wishes were also fulfilled in 
night dreams in which the patient walked or en- 
joyed again pleasurable activities which preceded 
the injury. One boy in his mid-teens who was 
injured in a football game reported a few dreams 
in which he was back on the field running 
around again or active again in other sports 
which he enjoyed. 


By not seeing his reality as it is, that is through 
a mechanism of denial, the patient unconscious- 
ly protects himself from the true realization of 
what he must face currently and in the future. 
Should his defenses fail, he faces the possibly 
overwhelming experience of confronting himself 
as he really is with the possible result of total 
personality disintegration or psychosis. But de- 
nial may produce some constructive results. By 
not fully appreciating his reality, the patient 
might continue to have hope and then use this 
hope as a motive force of rehabilitation. On the 
other hand excessive and unrealistic use of de- 
nial might have harmful effects. By. assuming 
ultimate recovery a patient might have no mo- 
tivation to invest himself in a treatment pro- 
gram, or he might harm himself by failing to 
carry Out important medical orders because he 
doesn’t consider them necessary. 


In addition to problems which can stem pri- 
marily from the person, that is from regression, 
from gain of illness and from certain psychologi- 
cal mechanisms, difficulties may also grow out 
of the problem. I do not mean to suggest that 
disability, by its very presence and out of itself, 
must produce emotional problems in all patients. 
Barker* points out that many disabled persons 
work out better adjustments in life than the av- 
erage non-disabled person, and that also there 
doesn’t appear to be any specific relationship 
between the kind of disability and kind of re- 
action to it. The important factor is the dynamic 
interaction between the patient and the disability. 
We must keep in mind that the problem doesn’t 
exist by itself but is intimately connected with 
the patient and, therefore, has meaning not in 
itself but in terms of its meaning to him indi- 
vidually® ' and socially.* 


It is interesting to see attitudes that were held 
by ancient peoples reproduced today in modern 
man without much change. The Hebrews, for 
instance, felt that illness marked a person as a 
sinner who was being punished. The ancient 
Greeks looked on illness not as a sign of sin but 
of inferiority, and the early Christians saw sick- 
ness as a way to grace or salvation through suf- 
fering.'* These feelings are shared and expressed 
by many patients today and contribute a power- 


AJOT X, 3, 1956 


ful influence on their acceptance or lack of ac- 
ceptance of their disability. Some of these atti- 
tudes were frankly verbalized by the following 
patients. A woman in her early sixties was ad- 
mitted with a mid-thigh amputation for training 
with a new prosthesis. For several years she had 
experienced a considerable amount of suffering. 
She had intensively nursed her husband through 
a lingering illness which ended with his death 
just before she began to develop circulatory dif- 
ficulties in one foot. She then became involved 
in a painful illness of her own for which she 
was unable to find relief. She had intense pain 
in one foot which finally became gangrenous. 
Following the amputation which she really didn’t 
want, she had severe pains in the stump, “like 
knives cutting and digging into my flesh.” In 
addition to this pain which didn’t let up she had 
many difficulties with the prosthesis, all of which 
resulted in her having a generally miserable time. 
One day she asked why all this had to happen 
to her, and she answered herself, by saying that 
she must have sinned and that this was her 
punishment. Sobbing uncontrollably, she _re- 
peated that thought over and over. Actually, she 
was a long-suffering, masochistic person who un- 
consciously needed punishment to assuage feelings 
of guilt and much of her suffering as punishment 
was of her own unconscious doing. The same 
feelings were expressed by a middle aged man 
who had severe arthritis which almost completely 
immobilized him. When asked how he felt about 
his illness, he answered that he was being pun- 
ished for the way he had been early in life. He 
told how he had given his father a very hard 
time when he was a boy, and he described how 
he was now being punished because he had been 
such a bad, ungrateful and hateful son. A third 
patient was a woman who had suffered a trau- 
matic paraplegia in childhood. Through all the 
intervening years she had been infantilized by 
very overprotective and guilty parents on whom 
she was completely dependent. Since the parents 
had become aged an effort was made to rehabili- 
tate her to the point where she could ambulate 
and possibly become productive and self-support- 
ing. But she rejected such a program, feeling 
that if she walked, she would be expected to go 
out into the world and take care of herself. She 
concluded that in addition to being easier and 
more pleasant, being taken care of was her right 
since the disability represented her fate and the 
suffering her way to salvation. Although these 
feelings made it easy for her to accept her illness 
they also fixated her in a regressed, dependent 
way of life. 

Commonly an illness felt as a punishment may 
assuage an unconscious sense of guilt, as we have 
seen, or it might awaken strong guilt feelings 
which had previously been successfully repressed 
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or kept from conscious awareness. The latter 
situation developed in a single woman with post- 
polio paraparesis who was incidentally found to 
have an abdominal mass which required explora- 
tion. At times during the period of preparation 
for surgery she reacted in an hysterical manner. 
In general she was quite upset. In working with 
her on the problem, it became apparent that she 
phantasied the mass a pregnancy and that this 
unconscious phantasy awakened intense guilt feel- 
ings about a transgression earlier in life. In ad- 
dition, hostile feelings to men and to her father 
were stimulated, and they added to her guilty 
conscience. In part some of this hostility ex- 
pressed itself in her general behavior, and in part 
some of it was directed to the psychiatrist and 
to others on the staff. After surgery she became 
paranoid or suspicious when she projected these 
hostile feelings on to us, seeing her own feelings 
as though originating in us, as if to say, “it is 
you who are hostile toward me. It is you who 
have treated me in a hostile way by doing an un- 
necessary operation and hurting me. Therefore 
you are responsible for my resenting you, and 
I must be wary of you and your motives in the 
future.” The paranoid symptomatology then pro- 
ceeded to obscure the main issues of rehabili- 
tation. 

On the other hand, a disability can come as 
a welcome relief by removing an individual from 
an intolerable situation in life as in the case of a 
woman who was having a difficult time in her 
marriage. She was on the verge of a separation 
and reactive depression when a paralytic illness 
removed her from the scene of battle and settled 
the issue temporarily. In this case, the patient 
was quite aware of this meaning of the illness 
and used it in trying to work out a solution of 
the marital conflict as part of her rehabilitation. 

As mentioned previously, a disability may have 
social as well as individual meaning, and I would 
like to mention at this point the concept of 
Barker and his group* '* '* who have written 
and worked extensively on the social psychology 
of physical disability. They believe that the dis- 
abled feel socially devalued and insecure and that 
these feelings come from being discriminated 
against and treated by the non-disabled as though 
they were members of an inferior or minority 
group. In addition, when the physically well be- 
come disabled they apply their previously held 
attitudes and standards to themselves and con- 
sider themselves inferior beings. This identifica- 
tion with the non-disabled and the seeking of 
non-disabled standards then hinder acceptance of 
the illness or loss'* and the working out of an 
adequate adjustment. 

We have considered now the person and the 
problem and some of the emotional difficulties 
‘which can come from those sources. Now let 
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us turn our attention lastly to the relationship, 
the patient-therapist relationship which actually 
is the most important part of any process of treat- 
ment but which ordinarily is given surprisingly 
little consideration. This relationship is a dy- 
namic One constituting, in effect, the emotional 
bridge between the patient and therapist over 
which ideas, feelings, rapport and the physical 
forms of treatment can flow.” * The successful 
therapist must, therefore, in this sense be a com- 
petent architect since the outcome of treatment 
is critically influenced by how well this bridge 
is designed and by how well it stands up under 
the stresses of use. 

Keeping these ideas in mind let us now recon- 
sider the fact that regression can cause distortions 
in the patient’s perception of self and others. The 
regressed man with the stroke acted as if he were 
an infant although in reality he wasn’t one. This 
distortion was followed by another one in which 
he related to staff members as if they were pa- 
rental figures, even though he was actually older. 
This type of reaction is called transference'’ and 
consists in the unconscious transferring of feelings 
and thoughts from a previous person in early life 
to whom they were valid, on to a second person 
in current life where those feelings are not neces- 
sarily valid or appropriate. The reason for this 
transference is usually some similarity between 
the two individuals. The dependency resulting 
from disability recreates the similarly dependent 
relationship of child on parent with the therapist 
and exposes the therapist to intense, unresolved 
feelings which originally existed toward the actual 
parents. Since the therapist isn’t actually the 
parent, he cannot satisfy such expectations which 
are bound to be frustrated. When the therapist 
encourages the phantasy of himself as a promising, 
loving, giving parent which he cannot really be, 
he builds the patient up to an eventual letdown, 
because he really can’t be all of those things. 
The patient then feels rejected, hurt and angry, 
and the therapist ceases to be able to be of any 
further help to him. At times it is appropriate 
and helpful to be motherly toward a patient, but 
this depends on the particular individual involved. 
For instance some “mothering” was helpful to 
the voung woman with the paraplegia, but it 
wasn’t at all indicated with the hemiplegic man 
who already had had too large a dose of it. In 
any event, it is prescribed when indicated in lim- 
ited amounts, and only with insight, on a con- 
scious and controlled basis. But if the therapist 
by treating the patient as a child unconsciously 
structures the relationship to encourage regression 
he multiplies the problems which must be re- 
solved before the patient can work out an adult 
type of adjustment. The kind of relationship 
which emotionally allies the therapist and patient 
as two adults working together on a difficult 
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problem tends to combat and limit regressive 
trends and gives the patient a boost toward a 
healthy, adult adjustment which he can obtain 
in no other way. 


Another aspect of this problem involves the 
attitudes, feelings and needs which the therapist 
brings into the relationship.* The therapist is 
also a person with feelings and needs which must 
be considered. We all have strong drives to suc- 
ceed professionally, to help patients and to be 
liked by them. As a result, the patient who 
doesn’t improve may stir up feelings of guilt or 
inadequacy which then can result in rejection of 
this patient who is responsible for those uncom- 
fortable feelings. Or needs to control and have 
power over people may complicate a relationship 
with a patient who has a strong will and mind of 
his own. Such aggressive traits in the therapist 
can also very readily foster regression in passive, 
compliant patients who can’t compete for an 
adult status in the therapist-patient relationship. 
In any event we see that these factors in the 
therapist do influence patients as well as the level 
at which the therapist functions professionally. 


SUMMARY 


I would like to stress again the concept of the 
patient as a person with a problem which he 
cannot solve without outside help. Psychiatric 
problems can arise in general from each facet 
of this three-fold concept; that is from the person, 
the problem, and the therapist-patient relation- 
ship. More specifically, the primary sources of 
difficulty are the patient’s regressive responses to 
disability and transferences to the therapist as 
well as the therapist’s feelings and reactions to 
the patient. All of these factors must be kept in 
mind in the effort to help patients work out ade- 
quate adjustments to their disabilities. Aware- 
ness and understanding of the implications of all 
of these psychological factors along with their 
effective handling constitute the essence of every 
successful therapy. 
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Announcement has been made by Dr. C. C. Little, 
Director of the Roscoe B. Jackson Memorial Laboratory, 
Bar Harbor, Maine, of the discovery of a strain of 
mice with hereditary muscular dystrophy. These animals 
will provide an extremely valuable tool for study into 
the causes and possible therapy of the disease. Although 
diseases arising primarily in striated muscle have fre- 
quently been described in humans, spontaneous diseases 
of muscle appear to be very rare in experimental animals. 
This newly-reported mutation in mice is apparently the 
first recorded instance of primary pathological involve- 
ment of muscular tissue in experimental animal of known 
genetic background. 


Three summer work conferences are being offered by 
Columbia University. Understanding and management of 
social relations will be studied in the first conference 
entitled “Improving Staff Relations,” July 9 to 20. 
“Professional Development and In-Service Training” is 
the title of the conference from July 23 to August 3. 
For those who desire to improve their own professional 
competence, the studies to be made in the conference 
from August 6 to 17 will prove of value. The title for 
this session is “Cooperative Evaluation and Action-Re- 
search.” 


For further information write: 


Three Summer Work Conferences 
Box 304, Columbia Teachers College 
New York 27, N. Y. 
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The Role of the Therapist in 
PROTECTIVE AND FUNCTIONAL DEVICES* 


MARY REILLY, O.T.R. 


Casting a curious eye at clinical practice around 
me, I find that the participation of the therapist 
in bracing and splinting varies from one depart- 
ment to another. It is common practice for the 
physical therapist to instruct the patient in the 
use and care of braces. Occasionally, the physi- 
cal therapist is called upon to measure for and 
to check the accuracy of brace fit, even to make 
minor repairs. There are physical therapists who 
sincerely believe that their responsibility stops at 
the instruction and checking phase of brace wear- 
ing. Others may make a detailed study of a 
patient’s brace needs, clear it with the doctor and 
stand over the brace maker until he produces 
exactly what the therapist has in mind. 

The occupational therapist too varies in prac- 
tice. The OT is usually given free rein by the 
doctor to make upper extremity devices and to 
train the patient in their use. This freedom is 
interpreted with great individuality. Some occu- 
pational therapists limit themselves to adaptions 
of their own craft media. Others explore and 
devise ingenious daily living aids and job assists. 
A few may “Rube Goldberg” the severely in- 
volved patient until some point of residual func- 
tion is contacted. 

But whatever responsibilities we therapists as- 
sume in this field, they are carried out with no 
specific technical knowledge of mechanical prin- 
ciples, material management or construction 
know-how. 

That we are involved in devicing is proven by 
the existence of this course. The course content 
was taken directly from current practices. When 
we ask the question of what is the role of the 
therapist in this field, the answer, by logic, can 
only be found in the ideas, the theory that guides 
the practice. I have neither the personal arro- 
gance nor the professional experience to establish 
what our theory should be. However, as an 
average therapist—that I am an average therapist 
is the delusion that sustains my professional men- 
tal hygiene—I shall attempt to explore what I 
believe my role should be. This I shall do via 
a process of rational thinking based upon some 
soul searching. 

My first question is: who are they who are 
already in the field and what do they do? 

These people are, as I see it, primarily the 
doctor and the brace maker. The doctor is 
usually the orthopedic surgeon and lately the 
neurosurgeon and physiatrist. His major role is 
to prescribe the devices. The brace maker con- 
structs the brace exactly in accordance with the 
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physician’s prescription. His skills pertain to 
body mechanics, brace design and fabrication. 

The field of bracing and splinting has been 
developed through the interaction of the physi- 
cian and the brace maker. Orthopedic appliance 
progress has been a fusion of their two skills. 
The brace maker expresses his professional pride 
in his ability to interpret into materials the physi- 
cian’s prescription. The higher the level of the 
doctor’s knowledge in scientific bracing, the more 
exacting, in turn, are his demands upon the brace 
maker’s mechanical and fabrication knowledge. 

Today, the doctor and the brace maker are 
supplementing their knowledge and skill with 
those of the engineers and scientists. The pres- 
ence of other professional skills in the field has 
made bracing a definite physiological aid. 

The emerging need, or the present barriers, to 
today’s advance, as those in the field see it, are: 
(1) training the patients to take proper advan- 
tage of the mechanical appliances now offered, 
(2) designing new devices that penetrate deeper 
into the area of functional assistance. 

Continuous advance in the field has moved the 
problem away from the prescription pad and the 
brace maker’s shop nearer to the patient and his 
neuromuscular needs. The therapists, by the na- 
ture of their treatment procedures, have the most 
direct and most detailed information in this area. 
The therapist is, therefore, being drawn into de- 
vice planning by means of the now popular pre- 
scription team. This is a planning session pro- 
cedure in which the information data and knowl- 
edge resources of the doctor, brace maker and 
therapist are pooled. Growing out of prescrip- 
tion sessions there has been an increase in experi- 
mental devices fabricated by all members of the 
team. When the bugs have been worked out, 
they become a matter of routine prescription and 
fabrication. 

As pertinent as this historical survey may be, 
I still have not the answers to what responsibit- 
ities I should assume. I need to know what I 
really believe! My next question is: what are 
my principles as a therapist that should guide 
my actions? 

As a therapist I believe: (1) that the human 
body thrives on function, (2) that the patient 
with motor dysfunction will reorder his neuro- 
musculature; that he will have body motion with 

(Continued on page 132) 


*Speech given for a course entitled Devicing sponsored 
by the PT-OT Associations of Northern California in 
San Francisco, 1955. 


AJOT X, 3, 1956 


- 

Pp 

le 

h 

st 

th 

‘I 


READING AIDS FOR A QUADRIPLEGIC PATIENT 


JOSEPHINE C. MOORE* 


The book rack, mouthpiece and holder de- 
scribed were designed to make it possible for a 
quadriplegic patient to hold a book and to turn 
pages by using a mouthstick page-turner. The 
patient had poliomyelitis two years ago. His re- 
maining muscular functions are flexion, extension, 
lateral flexion and extension and rotation of the 
head. The only other active motion is slight 
supination of the right forearm. This is so slight 
that it is of no functional value. The patient still 
spends a great deal of time on a rocking bed. 


Diagram of Reading Aids 


Both on and off the rocking bed he uses glosso- 
pharyngeal breathing. The usual method of hold- 
ing the stick in the mouth interfered with his 
breathing. The patient could use the mouthstick, 
if it could be moved and retrieved as needed. 
The problem, therefore, was to construct a hold- 
ing device for the mouthstick which he could 
use with the motions of his head. 


Previously the patient had been accustomed 
to having three books opened for him to the 
proper pages and reading them in turn. When 
he had completed reading the six pages he had 
to wait to have them turned. With the equip- 
ment illustrated herein he is able to turn pages 
without assistance. 


MOUTHSTICK PAGE-TURNER 


The sponge rubber tip, pictured in the illustra- 
tion of the mouthstick, is cut in the form of a 
cross, folded over the small end of a tapering 
fiber glass tube and wrapped to hold it securely 
to the rod. In this way the sponge rubber is 
easily attached, and is easily replaced when neces- 
sary. 

The mouthpiece is made of 1” plastic, tapered 
at mouth end. This piece was made extra heavy 
for durability, as patient holds it between his 
molars. Cross-grooves on both sides assure pa- 
tient of secure hold with his teeth. 
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Illustration of Mouthstick Page-Turner 


Sponge rubber for the tip has been found to 
be the most satisfactory material for use in turn- 
ing pages of a magazine or book. It is inexpen- 
sive, easy to replace, does not readily become 
dirty, remains high in friction capacity and is best 
for turning a smooth, high-gloss magazine page. 


It causes the least amount of wear and tear on 
the pages of a book. 


Plastic Chest-Plate and Holder 


*Occupational therapy student. The aids were designed 
and fabricated under the guidance of Janet Stone, O.T.R., 
assistant chief of the occupational therapy section, physical 
medicine and rehabilitation service, Veterans Administra- 
tion Hospital, Long Beach, California. 
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Patient Using the Reading Aids 
PLASTIC CHEST-PLATE AND HOLDER 
A tapered fiber glass mouthstick slips into the 

tapered channel of plastic holder, as pictured in 
the illustration of the chestplate and holder. With 
a very slight forward movement of the tongue or 
jaw, the stick holds in the channel firmly and 
securely. Channel is tapered to prevent rod from 
falling out due to heaviness at mouth end. The 
patient has sufficient motion to make tapered 
principle work efficiently. 

At point A the stick is placed into the near end 
of the channel and slid forward about one inch. 
Area B designates the place where the mouthstick 
holds securely in channel. 

An adjustable suspender strap, which fits 
around the back of the patient’s neck, helps hold 
the chest-plate in proper position. The strap 
hooks to two plastic fingers which are glued to 
the chest-plate. 


> 

Adjustable Plastic Book Rack: The top figure is the 
front view of the book rack. Below is the side view 
with the front view of plate G to the left. 


ADJUSTABLE PLASTIC BOOK RACK 

In the illustration of the adjustable plastic book 
rack, A is made of clear plastic. This was bent 
at a sharp 85 degree angle to conform to patient 
flexed in sitting position. Long narrow slots were 
cut on either side of the upright piece, enabling 
sheet B to be adjusted upward or downward. In 
this way, the larger magazines as well as standard 


Patient using the book rack with page turner in place 
in rack, 


size magazines and books could easily fit on the 
rack. Also, this longitudinal adjustment brings 
the page into better position, eliminating as much 
eye strain and fatigue as possible. 

Plastic sheet B is a small sheet that was first 
corrugated before being bent at a sharp 85 degree 
angle. The corrugated foot prohibits a book or 
magazine from slipping out of vertical position. 
It also holds the page once it has been turned. 
Sheet B is attached to sheet A by means of two 
wing-nuts and bolts. Sheet B is the one that is 
adjusted upward or downward to adapt the rack 
to a magazine or book. 

The letter C represents two plastic discs made 
of 14” plastic, 2” in diameter. These act as 
washers for the wing-nuts and bolts. They are 
also supportive pieces to the edge of sheet A. as 
the long slots in this sheet tend to weaken both 
edges. They also enable one to tighten the wing- 
nuts firmly and to assure sheet B remaining in its 
proper position, no matter how heavy the weight 
of the book on the rack. eI 

The letter D represents two pieces of 1” plas- 
tic glued to center rear of sheet A. A wing-nut 
and bolt go through each piece and through E, 
another piece of 1” plastic. 

The letter E is a piece of plastic (with a slot 
in the distant end) to attach to pieces F of plate 
G. This entire assembly group, D, E, F and G 
make the following adjustments: (a) Plate G 
goes between the patient’s thighs, keeping the 
weight of the rack off his thighs; (b) enables 

(Continued on page 133) 
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EJECTABLE MOUTH STICK 


MILDRED C. EY, O.T.R.* 


Figure 1. Ejectable Mouth Stick 
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Diagram of Ejectable Mouth Stick 


Problem: to enable a severely involved quadri- 
plegic patient to type. 
DESCRIPTION 


Many mouth sticks have been devised for par- 
alyzed patients, but in the absence of functional 
neck muscles, it is very difficult to reach all areas 
of a typewriter with a stick of fixed length. Those 
which retract into the mouth one-half to one 
inch, under control of the tongue, may cause 
gagging. At the suggestion of a patient, we de- 
signed a stick which can be lengthened as much 
as two and one-half inches by protruding the 
tongue into a slotted mouthpiece. The stick 
slides in a tube. A small pin, riding in a groove, 
keeps the bent aluminum tip from turning and 
provides attachment for the rubber band which 
causes the stick to retract when the tongue is 
withdrawn. When at rest, the tip of the stick 
lies just behind the front teeth. The mouthpiece 
fits between the gums and the lips. (See Figures 
1 and 2.) 

USE 

The patient controls the stick with lips, tongue, 
jaw and neck (if he has functional neck mus- 
cles). Length is controlled by the tongue, as 
stated above. If a space, or front row key, is 
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Ejectable Mouth Stick in Use 


Figure 2. 


to be selected, the patient places the tip in posi- 
tion and pushes down with his jaws. For the 
back three rows, the patient aims the tip above 
the key and directs it downward with the tongue. 
To adjust from side to side, the tip is placed 


(Continued on page 133) 


*Appreciation is expressed for the assistance in plan- 
ning and designing the mouthstick which was given by 
the Laboratory Instrument Shop, University of Buffalo 
Chronic Disease Research Institute, Buffalo, New York. 
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MODIFICATION OF PRONATOR-SUPINATOR DEVICE 
FOR STRUCTO HAND LOOMS* 


Side view of device on loom shows both ends are the 
same, it can be used on a right or left hand operated 
loom, Direction of cogs in gears are opposite on each 
end—top one faces clockwise at one end and counter- 
clockwise on the other, and the lower one is just the 
opposite. Only one “stopper? (front or back) is used 
at a time but adaptation can be set so all the resistance 
of the machine is on pronation or all on supination, or 
equally divided. This adaptation, as most other pronator- 
supinators, is used most practically only for tabby weav- 
ing. 


Front view—device on looms for a left hand injury— 

top gear is set for resistance to supination, bottom for 

resistance to pronation, Advantage of gears—eliminates 

patient having to reach over with opposite hand to keep 
dowels from unrolling, 


Back view with cords to treadles, Both rear stoppers 
are out of “drive position.” 


Inside view—indicating atiachment to loom, No ad- 

justments have to be made on loom, no holes drilled in 

it, no screws added to it. Extra piece of Ya" wood, 

which is screwed to main piece of device, fits snugly on 

either side of loom and metal clamps flip up and lock 
over projecting screws—see diagram for details. 


*Pictures from Valley Forge Army Hospital, Phoenixville, 
Pennsylvania. 
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NATIONALLY SPEAKING 


From the Executive Director 


This report will cover activities of the Asso- 
ciation since the 1955 annual conference. The 
record of the fall and winter program in the 
national headquarters has been taken up largely 
with the mechanics of the moving of the phy- 
sical plant to new quarters and the implemen- 
tation of the revised billing and bookkeeping sys- 
tem. It has been an unusual six months in our 
history but one which continues to reflect the 
firm foundation on which we are building and 
the continuing forward moving actions which en- 
able us to more adequately fulfill our purposes 
of service in education and practice to the health 
field in general and to occupational therapists in 
particular. 

Financial statements. Financial statements ac- 
companied by a letter from the treasurer have 
been forwarded to delegates and Board members. 
These statements cover general and educational 
funds for the year ending June 30, 1955; actual 
expenditures as of February 29, 1956; approved 
budget for year ending June 30, 1956; proposed 
budget for new fiscal year 1956-57. 

Our financial status at this period appears sat- 
isfactory despite heavy expenditures due to mov- 
ing. The Association account has been trans- 
ferred from the 42nd Street branch of the Chase 
Manhattan Bank to the 57th Street branch and 
the contents of the safe deposit box have been 
transferred to the vaults of the Bank of Man- 
hattan Safe Deposit Company at the same ad- 
dress. 

Following Board vote that a quarterly audit 
be made, the auditor has examined the books as 
of December 31st and a statement will be pre- 
sented at the midyear meeting 

We have again written relative to exemption 
from the city sales tax. No reply yet received. 
This would save us several hundred dollars an- 
nually. 

It is significant to note that the grant of $11,- 
000.00 from general to educational fund is the 
largest ever made. 


National office. 1. Personnel: we have been 
pleased to welcome two additional staff members 
in newly created positions. Mrs. Wanda Edger- 
ton, O.T.R., as assistant in the education office and 
Mr. Frank Dodd as mail, stockroom and mimeo- 
graph clerk. Their services have already made 
a significant contribution. Applications have been 
received for the newly created position of admin- 
istrative secretary to the executive director and 
her assistant. The position will be filled in June. 

Acknowledgment and thanks is hereby given 
for the loyal work of the regular secretarial staff 
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members. They entered into the vicissitudes of a 
major move with spirit and efficiency. 

2. New quarters: the request for larger quar- 
ters, which was granted just one year ago, was 
realized on November 15, when we moved into 
the Fisk Building at 250 West 57 Street where 
we are occupying approximately double the 
square footage of our previous location. Our new 
offices are proving both attractive and function- 
al and should become a center of growing impor- 
tance to members and related agencies. In the : 
four months it has been in use, the conference 
room has accommodated eight different groups 
for meetings: AOTA executive committee, AOTA 
registration committee; AOTA scholarship com- 
mittee; executive committee of the National In- 
stitute of Mental Health project; NIMH prepara- 
tory commission (eastern area); New York Oc- 
cupational Therapy Association medical advisory 
board, nominating committee, and division of 
cerebral palsy therapists. 

3. Equipment and furniture: Practically all of 
the old furniture has been retained and refinished. 
Some replacement and new furniture has been 
added. Two essential pieces of new equipment 
have been purchased and installed: an addresso- 
graph and a Thermo-Fax duplicating machine. 
All of the above have been financed through re- 
serve funds marked for furniture and fixtures. 

4. The reorganized system of procedures for 
billing, bookkeeping, membership and _ registra- 
tion record files did not work as smoothly as 
anticipated in speeding response to members or 
in avoiding duplication and excessive record keep- 
ing. Considerable refinement is necessary and a 
critical evaluation is now undergoing study. 

5. Personnel policies for national office staff: 
A total of 16 positions, professional and secre- 
tarial staff, have been authorized. We are out- 
growing sections of our present policies and a 
need exists for additional sections. We are ready 
for a long range framework, rather than the pre- 
vious piece-meal actions, that will provide for 
growth and expansion. At the request of the 
executive director, the president appointed a com- 
mittee whose recommendations are being submit- 
ted at the midyear meeting. Board members are 
asked to give careful study to the important and 
far-reaching proposals. 

Education office. Miss Heerman’s report is in- 
dicative of the expanding responsibilities of the 
education office. The addition of Mrs. Edgerton 
in a part-time assistant capacity is already en- 
abling the educational secretary to give attention 
to a wider range of educational matters than 
could heretofore be handled. 

The undergraduate scholarship program has 
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become a function of the education office work- 
ing in close conjunction with the executive di- 
rector and scholarship committee. The develop- 
ment of scholarship opportunities, long recog- 
nized as one of our most critical needs, is no- 
table. Stemming from initial contacts over a 
period of time, monies received during the past 
six month period total $12,000.00 from three 
major agencies and represent the awarding of 42 
scholarships. 

Other items of interest to be noted in this 
report are: trend of the RPSA relative to its 
cost, development and critique of effectiveness; 
plan of special services to the schools; implica- 
tions of maintenance of registration examination 
committee personnel relative to number and 
distance from which they must be secured. 

Services to membership. Mrs. Frances Shuff 
handles an important portion of the activities in- 
volved in services to members and she is to be 
commended upon her tireless efforts on their be- 
half. 

1. Newsletter: The edition of the Newsletter 
has increased from 3,900 to 4,300. There have 
been three different enclosures with Newsletter 
mailings since the $10.00 fee went into effect. 

2. 1956 Yearbook: Due to unavoidable cir- 
cumstances, work on the Yearbook was late in 
starting with a resulting possible two week delay 
in coming off the press. Two changes are being 
tried this year which it is anticipated will lower 
cost of publication without affecting standard: 
(a) type was held from last year which has meant 
proofing from page rather than galley. This has 
required more time on the part of our staff but 
should lower the cost markedly. (b) Use of a 
glued binding rather than the usual sewed 
binding. 

Recognition of sustaining members has been 
especially noted in the book. 

Advertising space has fallen off approximately 
V4. Advertisers have stated that the response 
from therapists does not warrant continued ad- 
vertising. 

1956—46 ads 
1955—55 ads 

The biggest decreases were in full page and 
lg page copy. There was slight increase in 1 
page copy. The former is probably attributable 
to “package deal” and the latter to policy of a 
free Yearbook to advertisers of 1 page or more. 

3. Placement: This service continues to demand 
extensive time on the part of Mrs. Shuff. Because 
of its significance and ramifications, the follow- 
ing statistics are presented: 

One hundred and fifty questionnaires were sent 
to therapists actively listed for placement. 


80 
38 
Not placed ........ 42 
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Positions were taken and information received 
through: 


Personal contact ........ 7 
Agency referral ........ 6 8 
AOTA listing .......... 8 No record ........ 8 


One hundred and seventy-five questionnaires 
were sent to institutions listed with us request- 


ing therapists for open positions. Replies received 
from 154. 


Positions filled : 
Positions not filled 7 
Positions filled but continued listing requested 3 
More than one position open. 14+ 
Discontinued though not filled 


The new January listing of available positions 
(19 pages) was sent to 150 therapists and 30 


schools. This contains: 
3 Cerebral palsy ............ 24 
Physical disabilities....29 Veterans administra- 
fe OL 27 Misc. agencies .......... 12 
9 Civil service de- 


partments 
Additional names of facilities wishing inclusion 
in April supplement currently being prepared 
Therapists listed with us 


Salaries tend to fall within the staff and senior 
therapist range (Personnel Policies). Some dif- 
ferentiation is made for experience. Generally di- 
rectors start at middle range for senior thera- 
pists. 

Although many therapists have obtained po- 
sitions without the help of the job listing they 
request it and it has been a source for develop- 
ment and improvement in exisgg personnel poii- 
cies in hospitals and institutions. 

Literature and publications. A tremendous 
amount of mail and published materials continue 
to move through our headquarters. The mechan- 
ics of filling the requests occupy the major por- 
tion of the mail clerk’s time. During the past 
six months approximately 54,600 pieces of mail, 
bulk and individual, have gone out. Requests 
for reprints have totalled approximately 500, the 
majority of which are for departmental adminis- 
tration, cerebral palsy, polio, general medical /sur- 
gical. 

The newly established revolving fund for pub- 
lications has begun to operate. The first two pub- 
lications are (1) OVR Institute Proceedings (now 
available; (2) Clinical Procedures Committee 
Functions and Objectives of OT (st installment 
on the press). 

Publicity and recruitment. The one year grant 
of $23,850.00 from the National Foundation for 
Infantile Paralysis to continue our recruitment 
program became effective January 1, 1956. To 
date no formal applications have been received 
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for a director, although there have been corres- 
pondence and interviews with several interested 
persons. An extended delay is serious even though 
the state recruitment committees are continuing 
their fine local efforts. Direction and guidance 
from the national level is needed. National of- 
fice staff have attempted to handle the mail re- 
quests which are ordinarily processed in this di- 
vision. These have totaled over 2,000 this fall 
and winter. 

We are indebted to Capt. Gertrude Murray, 
Procurement Office, AMSC (OT) and member of 
the Board of Management for representing us 
at meetings of the recruitment advisory commit- 
tee of the Association of Medical Social Workers 
and at the public health and education commit- 
tee of the Medical Society of New York. 

Medical advisory council. A gratifying response 
from the presidents of the specialty groups was 
received following our request for continuation 
of the appointment of each of the present repre- 
sentatives. We also heard from the council mem- 
bers following distribution of the minutes of the 
October meeting. 

Dr. McCarroll, College of Orthopedic Surgeons, 
is to be a speaker at the 1956 AHA-OT institute 
in St. Louis. Dr. Simon, American Psychiatric As- 
sociation, has been sent the outline and accom- 
panying statement from the committee on recog- 
nition of non-professional personnel. We regret to 
announce that a letter of resignation has been 
received from Dr. Alex Burgess, College of Phy- 
sicians. Pressure of other duties necessitates this 
action. 


Grants. Grants received during the period of 
this report: 

(1) National Foundation for Infantile Paraly- 
sis for continuation of recruitment program— 
$23,850.00—January, 1956. 

(2) NFIP for a basic curriculum study—$10,- 
300.00. Funds being held in reserve by the 
agency until initiation of study in 1957. 

(3) Office of Vocational Rehabilitation, Dept. 
of Health, Education and Welfare for four re- 
gional institutes—$10,000.00—December, 1955. 

Public relations and inter-agency contacts. The 
following listing represents some of the meetings 
and groups with which the Association has had 
contact: 

American Personnel and Guidance Association, 
Washington, D. C_——trepresented by Frances Shuff 
and exhibit covered by courtesy of Washington, 
D. C., OT Association. 

American Public Health Association, Kansas 
City—AOTA exhibit covered by courtesy of Kan- 
sas OT Association. 

Arden House conference, “Neurological Dis- 
ability as a National Problem”, sponsored by 
National Health Council and United Cerebral 
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Palsy—represented by Frances Shuff and Mar- 
guerite Abbott. 

Conference of non-governmental agencies in- 
terested in the handicapped, New York City— 
represented by Clare Spackman. 

Joint Commission on Mental Health, New 
York City—represented by Beatrice Wade. 

Joint New York State OT-PT Associations, 
New York City—panel speaker, Clare Spackman. 

National Health Council, New York City— 
Board of Directors represented by Marjorie Fish; 
delegates represented by Marie Franciscus and 
Helen Mathias. 

United Hospital Fund, New York City, sym- 
posium on volunteers—speaker, Frances Shuff. 

Representing the AOTA by individual honor- 
ary appointments from: 

U. S. Secretary of Defense, to serve for 3 year 
period on defense advisory committee of women 
in the services—Elizabeth Messick. 

Surgeon General of U. S. navy, to serve as 
honorary civilian consultant—Helen Willard. 

Director-general of World Health Organiza- 
tion, to serve for five year period on the WHO 
expert advisory panel on rehabilitation—Mar- 
jorie Fish. 

Education office, represented by Miss Heer- 
mans: 

52nd annual congress on medical education and 
licensure (AMA), Chicago. 

Meeting of the clinical affiliation directors for 
the Boston School of OT, Boston. 

Meeting of the clinical affiliation directors for 
Columbia University, New York University, Phil- 
adelphia School of OT and Richmond Profes- 
sional Institute, Philadelphia. 

Meeting of the Massachusetts OT Association, 
Boston. 

University of Buffalo. 

University of Illinois (Champaign-Urbana 
campus ). 

University of Indiana Medical Center, Indian- 
apolis. 

Washington University, St. Louis. 

I wish to conclude this report by taking the 
opportunity of expressing my personal and deep 
appreciation for the understanding and many 
thoughtful considerations shown me during my 
prolonged absence from the national office this 
year. I wish to thank the entire headquarters 
staff, particularly Mrs. Shuff and Miss Heermans 
who carried the additional work with grace and 
efficiency. I wish to thank President Robinson, 
officers, and members of the executive commit- 
tee who have undertaken considerable additional 
work to insure smooth functioning. 


Respectfully submitted, 
Marjorie Fish, O.T.R. 
Executive Director 
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From the Educational Secretary 


The activities of the education office under- 
taken since the last report presented at the 1955 
annual conference, are summarized herein. We 
are pleased to have Mrs. Wanda Misbach Edger- 
ton, O.T.R., join the staff of the national office as 
assistant in the education office. Mrs. Edgerton’s 
duties are primarily to assist with the registra- 
tion examination. The work of the registration 
committee and comments on the registration ex- 
amination are enumerated in the separate report 
of that committee. 


Report of performance in student affiliations 
(RPSA). It was requested by the education com- 
mittees at the 1955 midyear meetings that a 
complete, detailed report on the first full year’s 
use of the RPSA be presented at the 1956 mid- 
year meetings. The study of this new official re- 
port form has been performed, therefore, on a 
continuous basis. The highlights and trends in 
the use of this form as demonstrated in the 2,000 
report forms received in the national office are 
therefore being drawn up for the report request- 
ed. The studies conducted from January 1, 1955, 
through March, 1956, on the use of this report 
form have included the following: 

1. Separate distributions have been obtained for 
Part 1, Part II and total RPSA scores and the 
statistics for each have been calculated for the 
five major disability areas. 

2. The correlation of each part score with the 
total score and with the score of the other part 
have been determined for each of the five major 
disability areas. 

3. The distribution of the use of the NA col- 
umn was obtained. 

4. The overall frequency distribution was ex- 
amined for its approximation to the normal 
curve. 

5. An individual analysis was for each of the 
80 statements in Part 1 and each of the six com- 
ponents in Part II. This analysis was done for 
the reports completed in the first six months of 
its use and separately for the last seven months 
of its use. Separate data were obtained for each 
of the five major disability areas and in rela- 
tion to the order of affiliation for the student. 
This study was conducted to determine the nature 
of each statement and component and the rela- 
tionship to its distribution. 

The results and interpretation of data secured 
in these above studies are contained in a sep- 
arate report which will be presented at the 1956 
midyear meetings. 

Clinical affiliation centers. A new system for 
recording the clinical affiliation centers used by 
the approved schools was recently inaugurated 
which will give us a continuous record as to the 
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use of each center each year. In setting up this 
new system some interesting data became ap- 
parent which may be pertinent to the develop- 
ment of criteria for occupational therapy de- 
partments. This information has been compiled 
from data supplied by 29 approved schools. 


1, Centers training students in 1956....................-.:00-+. 258 

. Approximately 50% of the above 258 centers 
support student affiliation programs for one school 
only. 

. Centers training students in 1956 but not in 1955 47 

4. Centers which trained students in 1955 but not in 


tr 


w 


5. States where 1956 centers are located (includes 


Special services. Effective in 1956, reports to 
the schools will be prepared annually and will 
include the relative school standing for each ex- 
amination and the area analysis of two examina- 
tions combined. This is a change from past pro- 
cedure which allowed for these reports to be pre- 
pared every second year to cover four exami- 
nations. This new procedure will enable the 
schools to receive the material in a shorter time 
and to make any remedial action, if necessary, 
more timely. The first annual report on rela- 
tive school standing and area analysis will be 
prepared on the data from the February and 
June, 1956, registration examinations and will 
be forwarded to the schools around September 
1, 1956. 

In addition, the education office has prepared 
two special reports to individual schools as re- 
quested by them. One of these reports included 
a breakdown of the percentage of error on the 
creative and manual skills in comparison with 
students from all other schools as well as the 
percentage of error on the disease entities vs. the 
OT application in the psychiatric area in com- 
parison with students from all other schools. The 
other service rendered to an individual school 
contained an analysis of their student affiliation 
ratings as compared with those of other schools. 
In both instances, the school director has indi- 
cated that these reports have been helpful and 
have substantiated their requests for changes in 
their curriculums. 


Scholarships. The AOTA has been notified 
that the National Association of American Busi- 
ness Clubs is sponsoring a scholarship program 
for occupational, physical, speech and hearing 
therapists. OT schools have been notified. Ap- 
plications are forwarded directly to the organiza- 
tion granting the funds. In March we were no- 
tified that this organization had already allocated 
$1,080.00 to three occupational therapy students 
and were reviewing thirteen other occupational 
therapy applications. 

The special committee of the AOTA scholar- 
ship committee met in the national office to se- 
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lect the recipient for the $500 scholarship grant- 
ed by the National Society Daughters of the 


American Revolution. Thirty-one applications 
were screened by the committee in selecting the 
recipient. We have been notified that this or- 
ganization has officially established an OT schol- 
arship fund. Already $250 has been sent in for 
this fund for next year. 

At the request of the Daughters of Union 
Veterans of the Civil War, the four $300 schol- 
arships for this year were awarded to the Boston 
School of Occupational Therapy, Colorado A & M 
College, Michigan State Normal College and the 
University of Southern California. The schools 
are to select recipients in their schools. 

The United Cerebral Palsy scholarship fund 
was prorated on tuition costs to the schools. The 
first installment (94% of one-half year’s tuition) 
was forwarded to 27 participating schools in 
September, 1955. The reports from these schools 
on the disbursement of the first installment have 
been compiled as follows: 


1. Number of students applying for scholarships 
from this fund 


2. Number of scholarships awarded from the first 

3. Recipients’ academic year in school 


The recipients of this first installment are resi- 
dents of twenty different states. 

The second and final installment of the UCP 
scholarship fund for 1955-56 was forwarded to 
27 schools in February. 

Institutes. The education office has been work- 
ing closely with Sister Jeanne Marie, chairman of 


the 1956 AOTA institute. This institute theme is‘ 


“What Constitutes Treatment by the Occupation- 
al Therapist?” and is based on a study initiated 
by the committee chairman under a grant from 
the Office of Vocational Rehabilitation. 

The American Hospital Association is sponsor- 
ing its third annual institute for occupational 
therapists in 1956. It will be held in St. Louis, 
Missouri, April 23-27 at the Coronado Hotel. 
The theme of this institute will be “Organiza- 
tion and Administration.” The educational secre- 
tary has worked with the AHA and the local 
planning committee for this institute. 

Educational loan materials. The education of- 
fice continues to receive requests for the sample 
instructional materials which were compiled in 
the various disability areas by a special commit- 
tee of the committee on student affiliations. A 
handling fee of 50c plus postage is being charged 
for each request for these materials because of 
the time involved in such services. Although the 
number of requests for these services is not large, 
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few copies are available. Therefore, we are now 
forwarding materials requested in early 1955. 
It is believed that if this service should be con- 
tinued on the present basis, these materials should 
be brought up to date. 


The number of requests received for these ma- 
terials is as follows: 


8 ( 4 unfilled) 
Education office field visits. Since the 1955 


annual conference, the educational secretary has 
attended meetings as a representative of the 
AOTA, visited schools and has served as ex- 
officio member on committees as follows: 


52nd Annual Congress on Medical Education and Li- 
censure (AMA), Chicago. 

Meeting of the Clinical Affiliation Directors for the 
Boston School of OT, Boston. 

Meeting of the Clinical Affiliation Directors for Co- 
lumbia University, New York University, Philadel- 
phia School of OT and Richmond Professional In- 
stitute, Philadelphia, 

Meeting of the Massachusetts OT Association, Boston. 

University of Buffalo. 

University of Illinois (Champaign-Urbana campus). 

University of Indiana Medical Center in Indianapolis. 

Washington University. 

AHA Institute. 

OVR Regional Institutes 

NIMH project. 


Joint survey of schools. Following the AOTA 
executive committee’s request, a letter was writ- 
ten by the chairman of the council on education 
to the American Medical Association outlining 
our current position relative to joint surveys of 
the schools. It was stated that the AOTA wished 
to complete the special studies at present under- 
way which relate to our educational program be- 
fore making final recommendations for an even- 
tual plan for school surveys. This will probably 
not be before 1957-58. In the meantime, be- 
cause of immediate needs, it was suggested that 
an AMA-AOTA survey be made of two of the 
newest schools within this or the next school 
year. This would serve as a pilot procedure for 
later recommendation. The AMA reviewed these 
recommendations at the February meeting of the 
council on medical education and licensure and 
has expressed their willingness to cooperate along 
the lines indicated. 


Sincere appreciation is expressed to the chair- 
men and members of the education committees, 
the Board of Management and executive director 
for their support and cooperation. 


Respectfully submitted, 


Mary Frances Heermans, O.T.R 
Educational Secretary 
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Vhirty-Ninth Conference 
American Occupational Therapy Association 
September 29--October 5, 1956 
Hotel Nicollet 


Minneapolis, Minnesota 


Generat “Theme 
TIME FOR REFLECTION 


Program 


Pre-Conference Meetings 


( Tentative ) 
Friday, September 28 


Educational) coumet)) 2:00 p.m.-5:00 p.m. 


Education council 


Saturday, September 29 


Education groups ..12:30 p.m.-4:00 p.m, 
AOTA committee meetings................ 7:30 p.m.-10:00 p.m. 
Sunday, September 30 
House of delegates 9:00 a.m.-11:30 a.m. 
9:00 a.m.-i1:30 a.m, 
Permanent conference committee ...... 10:00 a.m.-12:00 m. 
House of delegates -..................-..s------. 2:00 p.m.-4:00 p.m, 
Tea (by invitation to pre-conference 
House: of delegates: 7:30 p.m.-10:00 p.m. 
Clinical procedures’ -............-...<:.... 7:30 p.m.-10:00 p.m, 
Monday, October 1 
Board of Management .............-..------ 9:00 a.m.-11:00 a.m. 
Board of Management ................-.-.-- 2:00 p.m.-5:00 p.m. 
Board of Management .....................- 7:30 p.m.-10:00 p.m. 


Pre-Conference Institute 


Theme 
WHAT CONSTITUTES TREATMENT? 
Monday, October 1 
Address: concept of treatment area 
reviewed by five physicians and 


Demonstrations by five local hos- 


Address: Requirements of effective 
communications ... 
Round table discussions (Members 
seated at tables both during ad- 
dress and discussion period to 


follow, Twenty to table) ............ 8:30 p.m.-10:30 p.m. 


Tuesday, October 2 


Address and discussion of issues........ 9:00 a.m.-11:00 a.m. 


Conference Program 
Theme 
TIME FOR REFLECTION 
Tuesday, October 2 


Registration 
Commercial exhibits 
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p.m.-!9:00 p.m, 


7:30 p.m.-8:30 p.m. 


8:00 a.m.-5:00 p.m. 
9:00 a.m.-5:00 p.m. 


Educational exhibits ........................---- 9:00 a.m.-5:00 p.m 
Meetings of chairmen of standing 

11:00 a.m.-1:09 p.m. 
Welcome address and annual busi- 

2:00 p.m.-4:30 p.m. 
Keynote address: Gov. Freeman........ 7:30 p.m.-8:30 p.m. 
Board of Management .................-.. 8:30 p.m.-10:00 p.m. 


Wednesday, October 3 


8:00 a.m.-5:00 p.m. 
Commercial 9:00 a.m.-5:00 p.m. 
Educational Exhibits .......................-.. 9:00 a.m.-5:00 p.m, 
Address: Regressive shock therapy and demonstration 
of OT 
Address and panel: Chemotherapy and OT 
Section II: Physical disabilities.......... 9:00 a.m.-11:30 a.m. 
Address and demonstration 
Analysis of adapted equipment 
Schools: Luncheon 12:00 m.-1:45 p.m. 
Section I: Cardiac and TB.................. 2:00 p.m.-4:30 p.m. 
Address: Cardiac output research 
Address: Work tolerance in TB patients 
Section II: Graduate research ............ 2:00 p.m.-4:30 p.m. 
Addresses on graduate research and methodology 
AOTA. cocktail’ party: 5:30 p.m.-6:30 p.m. 


Separate meetings of Army, Navy, 
Air Force and World Federation 
OF OT 7:30 p.m.-9:30 p.m. 


Thursday, October 4 


Registration ......... 8:00 a.m.-5:00 p.m. 
Commercial exhibits. 9:00 a.m.-5:00 p.m, 
Educational exhibits: 9:00 a.m.-5:00 p.m. 
Section) Fs. 9:00 a.m.-11:30 a.m. 
Two or three addresses 
Section 9:00 a.m.-11:30 a.m. 
House of Delegates 1:00 p.m.-2:00 p.m. 
Eleanor Clark Slagle lecture -............. 2:00 p.m.-3:00 p.m. 


Section I: Pre-vocational exploration..3:15 p.m.-5:00 p.m. 
Address: OT and vocational rehabilitation 

Section. 10: 3:15 p.m.-5:00 p.m. 
Address: Psychosomatic problems in children 

Ships party 6:00 p.m.-7:00 p.m. 

Banquet 7:00 p.m.-10:00 p.m. 

Friday, October 5 

Address: Training of the disabled 
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EXECUTIVE TRAINING COURSE 


The Institute for the Crippled and Disabled and the 
United States Office of Vocational Rehabilitation will pre- 
pare a limited number of highly qualified persons for 
the management and administration of comprehensive re- 
habilitation centers. 

The six months’ academic and on-the-job training 
period will begin at the Institute in New York on Octo- 
ber 1, 1956. Each enrollee will work at three selected 
rehabilitation centers other than the Institute during the 
course. Persons accepted will receive individualized in- 
struction and assignments designed to meet their particular 
requirements in preparing for rehabilitation center execu- 
tive positions. The curriculum will cover such broad 
areas as center management and organization, the inter- 
relationship of disciplines contributing to rehabilitation, 
the center’s position and function within its community, 
patient management and control, financial and personnel 
considerations, the development and operation of com- 
prehensive evaluation and the devisement of treatment 
programs to cope with all types of disability. 

Age limits are 30 to 50 years. Bachelor degrees and 
three years of experience related to rehabilitation are re- 
quired. Exceptions for especially qualified individuals 
will be made. Stipends of $250 per month and round 
trip travel expenses between the Institute and job training 
placements will be paid. Interested persons should com- 
municate with the Coordinators, Rehabilitation Center Ad- 
ministrator’s Preparation Program, Institute for the Crip- 
pled and Disabled, 400 First Avenue, New York 10, N. Y. 


GUIDE FOR PROFESSIONAL 
RESPONSIBILITIES FOR THE 
OCCUPATIONAL THERAPIST 

The occupational therapist has six areas of re- 
sponsibility : 

I. He is responsible to the patient. 

a. The patient’s welfare should be the prime 
objective of the therapist. 

b. The occupational therapist should respect 
information of a confidential nature regarding the 
patient. 

c. An attitude of professional interest should 
be maintained. 

Il. He is responsible to the physician. 

a. The occupational therapist should treat the 
patient only by prescription and/or referral from 
the physician. Any changes in treatment objec- 
tives or contraindications for further treatment 
require consultation with the physician. 

b. The therapist should maintain and encour- 
age the patient’s confidence in the physician and 
other personnel. 

Ill. He is responsible to the institution which 
employs him. 

a. When an occupational therapist accepts 


Hennepin Ave 
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7th 6th 


Sth hth 3rd Washington 


Avenue 


Hotel Single 


Name 


and a cocktail party will be held here. 


Arrival date and time ......... 


HOTEL RESERVATION CARD 
for the 1956 AOTA Conference 
Please reserve the accommodation circled below (state first and second choice). 


Suite reservation at the Hotel Nicollet, $20.00 to $50.00 per ay............--.----------c-ccsseccccsecesses sesecssseneentee 
Garage reservation at Hotel Nicollet, $2.00 per day 
Name of person with whom I would like to share .room: 


For the AOTA 1956 conference in Minneapolis we plan to use three hotels: the Nicollet, 
Dyckman, and Andrews. The map will show you the general location of each in relation to 
the conference hotel, i.e.: the Nicollet, and to the shopping district. 

The Nicollet, of course, is the main hotel for the conference and has reserved 300 rooms for us. 

The Dyckman, about four blocks from the Nicollet, is nearer the shopping district and a couple of meetings 


The Andrews is a less expensive hotel and lies between the other two. 


lst and 2nd 


Double Twin Choice 
$7 to 11.50 $9 


$5.75 and up 57.50 


Addiess 
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employment within an institution he should ac- 
cept and abide by the rules of the administration. 
b. Punctuality is an obligation of every ther- 
apist. It is an essential factor for good inter- 
personal relationships. 
c. Loyalty to the institution is expected from 
the therapist. 


IV. He is responsible to the community. 


a. The occupational therapist acts as liaison 
between the hospital and community in matters 
pertaining to occupational therapy. 

b. He should promote the goals and functions 
of occupational therapy by maintaining good pub- 
lic relations. 


V. He is responsible to his department and 
his co-workers. 


a. The occupational therapist should conduct 
himself at all times in a manner that will reflect 
favorably upon his department. 

b. Loyalty to his department and co-workers 
makes it mandatory that criticism be avoided 
either before patients or before others. 

c. Proper channels of procedure should be 
observed. Suggestions, criticism, and grievances 
should be brought to the attention of the ther- 
apist’s supervisor. 

d. Manner of address should be consistent. 
An atmosphere of pleasant informality rather 
than familiarity should be maintained for pur- 
poses of good group relationships. 

e. The occupational therapist should maintain 
a dignified and professional appearance. Wear- 
ing of uniform should be confined to professional 
areas. 

f. The occupational therapist has a responsi- 
bility to be a good example in attitude, behavior 
and professional performance. 

g. Hospital equipment and supplies must be 
respected and maintained. 


VI. He is responsible to his profession and 
professional organization. 

a. Each occupational therapist should realize 
that he is a contributing factor in the growth of 
his profession. He is committed to uphold its 
dignity and honor and should contribute to it by 
study, research and continued service. 

b. The American Occupational Therapy Asso- 
ciation and the individual state or regional asso- 
ciations, through their combined effort, represent 
the organized strength from which stems the 
status of the occupational therapist. Registration 
is evidence of professional qualification of the oc- 
cupational therapist. By joining his professional 
associations, he gives support to his profession and 
demonstrates his interest in it. As a member of 
these associations he has the right and privilege 
to contribute to their organization and to exercise 
his democratic prerogative. 
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OT in Rehabilitation .. . 


(Continued from page 110) 


4A. summary of the principal philosophies 
and conclusions of that institute follow. (These 
have been selected by the writer because of their 
specific relationship to major directions of the 
present study, and do not pretend to be either 
complete or identical to the summary published 
in the official institute proceedings.) It is in- 
teresting to note that the nearly identical ob- 
jectives of the Milwaukee-Downer College and 
American Occupational Therapy Association 
studies, pursued by entirely different methods and 
procedures, yielded highly similar results. The 
validity of both is thereby increased. 


PRINCIPAL PHILOSOPHIES AND 
CONCLUSIONS OF THE AOTA-OVR INSTITUTE 


The medical population is increasing in the area of 
chronic disease, and the need in acute treatment pro- 
grams is therefore diminished by proportion. 

The total concept of rehabilitation must be strength- 
ened. All professional disciplines need a greater knowl- 
edge and understanding of the role and functions of 
their co-workers. Greater coordination is needed to avoid 
splintering by disciplines and thus “fractionating” the 
patient. The one-dimensional view of medicine is in- 
adequate; the team approach is vital. To this end, 
better communication, verbal and written, is needed 
among all members of the team. 

There is increasing concern for the homemaker be- 
cause funds are now available for the rehabilitation of 
this group. OT’s must work more closely and effectively 
and extensively with the home economist in this area. 

The “Activities of Daily Living” are practical, realis- 
tic, and urgently needed. This general area included 
adapted equipment, self-help devices and adaptations of 
the environment. 

There is need to define the functions and areas of 
responsibility in OT, to be selective, and to accept limi- 
tations. 

Occupational therapy should extend its program in 
prosthetics (particularly the upper extremity) and in 
prevocational evaluation of patients who are in the 
working group. 

Needs in occupational therapy include: 

Occupational information—analysis of the vocational 
requirements of jobs; ability to evaluate physical and 
psychological factors with respect to jobs. 

More vocationally-related activities to supplement con- 
ventional treatment media. 

Standard tests for prevocational evaluation. 

Greater knowledge and use of community resources. 

More education in group dynamics and _ interpersonal 
relationships. 

More exposure to real-life situations. 

A basic liberal education program, avoiding speciali- 
zation on the undergraduate level. 

A greater degree of interaction between schools and 
student affiliation centers: 

“Occupational therapy school personnel should be 
required to actively participate in some clinical area of 
occupational therapy or a related field such as a job 
situation within three years of appointment to the school 
faculty and this should be repeated at intervals of three 
years. 

“Occupational therapy clinical personnel should be re- 
quired to take post-graduate courses in the field of oc- 
cupational therapy, or if qualified, to participate in 
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an occupational therapy school teaching program on a 
similar basis.” 

Post-graduate training opportunities, both degree and 
in-service. 

Training of non-professional personnel in order to 
meet shortages and permit expansion of programs. 

More dynamic “selling” of the profession. 


* * * 


This is the first part of a two-part series. The con- 
cluding material will appear in the July-August issue. 
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Tuberculous Patients . . . 
(Continued from page 112) 

control group. The analysis of variance test 
shows that the difference between groups is 
cuch that it could occur by chance only once 
in 1,000 tries (P. of .1%). The conclusion 
to be drawn is that measurable differences can 
be noted in patients who are participating in 
occupational therapy compared to a group not 
participating. In each group the difference be- 
tween scores of the Personal and Social Scales 
were not significant. Improvement is thus general- 
ized in area rather than specific. 

Further exploration of the differences be- 
tween the experimental and control groups by 
means of test show that the greatest improve- 
ment in the experimental group was on the 
test measuring adjustment to Community Re- 
lations (See Table 1). This is significant at 
the .02 level of probability. Next highest, but 
less significant is the test of Anti-Social Ten- 
dencies at the .06 level of probability. At the 
08 level of probability is the Family Relations 
subtest followed by the Sense of Personal Worth 
subtest at the .10 level. There are three tests 
which show tendencies to maturity in the so- 
cial sphere and one in the personal sphere. One 
might therefore speak of a factor or cluster of 
traits in the experimental group which might 
be labeled Aospital socialization. There is move- 
ment primarily in the area of adjustment to the 
group or the hospital community with as yet 
only slight evidence of personal adjustment or 
a sense of being independent. The individual 
is developing a feeling that others are interested 
in him. In terms of the meanings of the var- 
ious parts of the CTP, the individual is ad- 
justing to the hospital as a possible result of 
occupational therapy, but he is not yet able to 
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feel self-reliant. Yet it must be kept in mind 
that these patients in the experimental group 
(and the control) still had months of treat- 
ment ahead and still faced the possibility of 
surgery. The factor of self-reliance or inde- 
pendence (which is primarily what the PA 
Scale of the CTP measures) is still not possible 
in view of the stage of disease these patients were 
in. To develop this factor one might assume 
that the stage of negative sputum, stable x-ray 
condition plus more active physical rehabilitation 
measures would tend to create the desire to re- 
turn to the community and to resume normal 
living. 
SUMMARY 

Twenty-seven pairs of patients, hospitalized 
for pulmonary tuberculosis, matched for age, 
sex, color, and disease classification were sep- 
arated into control and experimental groups. 
The experimental group participated in occupa- 
tional therapy and the control group although 
motivated were kept waiting for admission to 
this program. Scores on a test of personality, 
The California Personality Test, showed the ex- 
perimental group differed significantly from the 
control group on these test measures of per- 
sonal and social adjustment. Particular differ- 
ences were noted on tests which measured ad- 
justment to the group. There is therefore test 
evidence for the merits of occupational therapy 
in a program of treatment of tuberculous pa- 
tients. 
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Functional Devices .. . 
(Continued from page 118) 

or without training or devices, (3) that devices 
accurately prescribed, made and fitted enhance 
function and enable patients to assume their 
rightful place in life, (4) that improper, out- 
moded devices obstruct my treatment and negate 
my procedures. 

Since these are my principles, they commit me 
to action. My action will be limited to the level 
of my knowledge and by the guidance of the 
doctor. 

But how much initiative should I assume? The 
answer to this revolves around how I now see 
whatever skills, knowledge, judgment and discre- 
tion I have that might assist the skills of the 
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doctor. 
devicing, as in all other procedures, that I would 
carry out his orders, observe, report and record 


I know that a doctor would expect in 


accurately my day to day observations. I know 
that since my procedures include devices, I should 
have judgment in this field. If the doctor does 
not use my judgment as a planning resource in 
devicing, I cannot ethically turn my interest away 
from the problem, nor can I shrug the problem 
onto the brace maker or the patient. It is still 
my responsibility to base my thinking on accurate 
patient observation and to strive for greater clar- 
ity in reporting. As responsibilities grow in re- 
habilitation, I realize that understanding between 
team members and myself is not to be a taken- 
for-granted affair. I must continually work for 
an atmosphere conducive to cooperative thinking 
and doing. 

I realize that my knowledge ot devicing lags 
behind the advances in the field. Whatever 
knowledge I need in this field I shall have to 
accumulate gradually; learning the basics one at 
a time; relating each new piece to the old. I 
expect to compare and collect facts patiently and 
to look for reasons behind the facts. My point 
of view, because it is taken directly from fre- 
quent observations of the patient’s functioning, 
I know is an unique one, and if it is accurate 
sound and clearly expressed, it will contribute to 
good devicing. 

I am a specialist in an area that is now the 
newest and most dominant theory in all medicine, 
namely, rehabilitation. 

Rehabilitation constitutes a powerful social 
pressure upon all medical personnel, particularly 
upon those of us who are specialists in the field. 
Our procedures are broadening every day, as are 
our responsibilities. Bracing and splinting are 
now one of the new phases I am going to have 
to take part in. 

It is well for me to remember that a specialist 
does not remain a specialist unless he continues 
to acquire new knowledge and seeks opportunities 
to use and to share his knowledge. 


Reading Aids... 


(Continued from page 120) 


rack to be adjusted for distance from patient's 
eyes; (c) gives a variable slant to the page of a 
magazine or book, thus eliminating possible light 
glare on page and making for easier reading. 


DIMENSIONS OF PRINCIPLE PARTS 


These will vary according to each patient’s individual 
differences. 
Mouthstick page-turner: total length 19”. 
Diameter of mouth end of rod 4”. 
Diameter of opposite end 3/16”. 
Dimensions of plastic mouthpiece attached to rod: 
Plastic Thickness %”, width %”, length 314”. 
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Tapered flat grooved mouth area only 3/16” thick. 
Chest-plate holder: 
Plate made of 1g” plastic. Widest part at neck 12”. 
Overall length 14”. Narrow area where holder is 
attached 5”. 
Length of suspender strap around neck 13”. 
Plastic holder made of %4” material: 


Height 444”. Width at base 4%” by 2%”. Width 
at top where rod is held %” by 1”. 
Book-magazine rack: made of 1” plastic. 

Sheet 4: 4%” by 13” by 18” with foot 4%” by 5” 


by 18”. 
Sheet B: 4” by 51%” by 18” 
ly” by 414” by 18”. 
C pieces: 4” by 2” diameter 
D pieces: by 1”x21%4” (rounded on two corners) 
E piece: %” by 1” by 634” (rounded on both ends) 
F pieces: Y%” by 1” by 3” (rounded on two corners) 
Plate G: 4%” by 5” by 834”. 
Wing-nuts attaching sheets 4 and B: 1’ 
Distance of eye to page of book 18”. 
Distance of mouth from tip of mouthstick when in 
holder 1”. 


with corrugated foot 


in length. 


Mouth Stick... 


(Continued from page 121) 


against the machine, and the patient slides the 
mouthpiece over his gums either by turning his 
neck slightly, or by pushing with his tongue. The 
patients who have used this stick are unable to 
raise their heads from the bed or chair-back, but 
do have slight neck rotation. 

The patient can be in the supine, semi-re- 
cumbent or sitting position, providing the angle 
of the typewriter is suitably adjusted. The supine 
patient may require a mirror to see the keyboard. 

OTHER USES 
The device, adapted to writing or painting, en- 
ables a patient to readily lift a pen or brush from 
the work surface, a signal advantage applicable 
to many purposes. 


Ju Memoriam 


Miss Barbara F, Adams 
Tewksbury, Mass. 
Deceased, 1956 


Mrs. Sue Linsin 
St. Petersburg, Florida 
Deceased, 1955 


REPRINTS 


Reprints are convenient for teaching files in 
hospitals. If you would like a few copies of 
articles appearing in this issue, your order will be 
honored if enough requests from others are re- 
ceived to total the minimum order of 50 for an 
article. Place your orders before the 25th of 
the month of publication. 


: 
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DELEGATES DIVISION 


NORTHERN CALIFORNIA 
Delegate-Reporter, Mary Louise Crook, O.T.R. 


The past year has been a busy one for the Northern 
California occupational therapists. April 25-28, our oc- 
cupational therapy exhibit booth at the Western Hospital 
convention was attended by 292 who made interesting 
inquiries. An occupational therapy section was arranged 
which consisted of a well attended luncheon at the Whit- 
comb Hotel, followed by a panel of three doctors and 
three occupational therapists, whose discussion title was 
“Occupational Therapy Makes $enge.” A report of the 
occupational therapy section was mailed to the Washing- 
ton State Occupational Therapy Association, where the 
next convention will be held. 


Needless to say, the “highlight” of the year was the 
American Occupational Therapy Association conference in 
San Francisco, with a registration of 903 representatives 
of 36 states, District of Columbia, and five neighboring 
countries. Judging from the thank-you notes that were 
received, and appreciated, we think the conference was 
successful, both professionally and socially. Our thanks 
to our hard-working chairman and scores of others who 
made it so, 


Local business and projects of the year: 


(a) Handbook of duties of officers to assure more 
continuity from year to year. 

(b) Northern California Occupational Therapy Asso- 
ciation. directory, showing a profit through advertising, 
thanks to Bekke Holdeman. 

(c) Our active membership committee. Lee Sherrill, 
chairman, reports, December ’55—176 active members; 
February ’56—205 notices mailed, 

(d) Placement chairman, Joan Balcom, mails mimeo- 
graphed forms stating advantages of Northern California 
O.T. Association membership. Information about p!oce- 
ment service. 

(e) Advisory committee to function upon request from 
hospital administrators to provide impartial survey of 
OT departments. 

The above mentioned advisory committee is being 
drafted to include therapists from each disability field 
who would act as consultants upon the request of hos- 
pital administrators. 

General policies for this committee and subjects for 
discussion are: 

(a) Clarify the role of the OT (inquire of the ad- 
ministrator what he desires of the occupational therapist). 

(b) List the duties of the occupational therapist. 

(c) Check the available physical facilities. 

(d) Know the sources of revenue for the department 
(fees, etc.). 

(e) Check the budget of the department (salary, equip- 
ment, supplies). 

(f) Know the medical supervision. 

(g) Be aware of interdepartmental relationships. 

(h) Obtain job analysis. 

Procedure for acquiring this committee’s services are: 

(a) The therapist consults with her administrator (im- 
mediate supervisor) to acquaint him with the fact that 
NCOTA has an advisory committee. In order for 
NCOTA to act on a request for aid, the invitation must 
come from the administration of the hospital in question. 

(b) The administrator should address his request to 
the president of NCOTA. 

(c) The NCOTA president contacts the members of 
the advisory committee from the specific disability field. 

(d) The advisory committee members contact the hos- 
pital administrator. 
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We hope to have more to report on this some time 
later, as we have not had many requests to date, and 
have no way to determine the success. 


OFFICERS 
regent Elizabeth Holdeman, O.T.R. 
Mary Louise Crook, O.T.R. 
Alternate Delegate.....................- Meryl Van Vlack, O.T.R. 
Recording Secretary...................----- Frances Burton, O.T.R. 
Corresponding Secretary........ Christena Hammond, O.T.R. 


CONNECTICUT 
Delegate-Reporter, Marian E. Wright, O.T.R. 


Connecticut has not been idle during 1955. Each of 
its meetings have emphasized different aspects of occu- 
pational therapy. The one held at the West Haven Vet- 
erans Administration Hospital was our largest meeting. 
Dr. Licht was guest speaker and showed slides of his 
European tour of OT centers. The annual luncheon held 
in New Haven was in combination with the meeting 
of the Connecticut Medical Association. Others were 
held in Orange at Camp Hemlock for Physical Disabil- 
ities, and in Middletown at Connecticut State Hospital 
in their new, recently opened occupational therapy build- 
ing. ‘Twenty-two newspapers throughout the state and 
radio stations in Hartford, Middletown, New Haven and 
Bridgeport were sent requests for publicity prior to each 
meeting. A majority complied. 

Through the efforts of the legislative committee, start- 
ing salaries of occupational therapists and therapy aides 
in state service have been raised. OT’s now begin at 
$3,660 and aides at $2,490. In line with this latter, we 
are proud to be one of the first states to inaugurate a 
course for non-registered personnel. Prior to AOTA rec- 
ommendations following the San Francisco conference, 
Connecticut State Hospital at Middletown has had such 
a program underway since September, paralleling the 
AOTA plan with only slight differences. Many of these 
aides are now associate members of the Connecticut 
Occupational Therapy Association. 

As for recruitment, Connecticut OT Association 
slides (showing occupational therapy in function in 
various institutions and centers throughout the state) 
have been available for all members giving talks. Most 


‘of these departments are open to visitors at a moment’s 


notice. We have a standing list of high schools who 
annually request a representative from OT to participate 
in their career day programs. Recruitment material is 
generously distributed in these areas and on_ request. 
Guidance counselors from 16 high schools were in- 
vited to attend the OT-PT social service panel en- 
titled “Integration in Medical Specialties” in Hartford. 
Only two attended but the replies showed interest in 
such programs for the future. 

Selling pocket-size screw drivers (kits containing four 
sizes of standard screw drivers and one Phillips head 
screw driver) at $.50 each was the project of the ways 
and means committee for the year and netted a sizable 
profit. 

Another of Connecticut’s proud “firsts”: our his- 
torian, Miss Bertha Piper, carried on the major project 
of collecting historical data about the Connecticut Occu- 
pational Therapy Association to be sent to AOTA. She 
is highly commended for her efforts and success. 


OFFICERS 


Alice M. Rogers, O.T.R. 
Vice-President... Mildred Sleeper, O.T.R. 
Secretary Suzanne Griselle, O.T.R. 
Treasurer Anne Herrington, O.T.R. 
Delegate Marian Wright, O.T.R. 


June Sokolov, O.T.R. 
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IOWA 


Delegate-Reporter, Rachel Caldwell, O.T.R. 


Iowa’s 35 far-flung members see each other three times 
a year by sandwiching the national convention between 
two state meetings in the fall, holding a big two-day 
spring meeting, and skipping winter altogether. In this 
way we have almost 100% attendance and can care for 
pertinent AOTA business in season. The state meetings 
are full day programs planned to interest all through 
lectures, reports, discussions and demonstrations. Between 
meetings our state newsletter keeps us in contact and 
up-to-date. 

We have been striving mightily and successfully to 
establish a healthy financial condition, especially to estab- 
lish and maintain a scholarship fund. Unprofessional as 
it may sound, our most lucrative effort has been rum- 
mage sales! It may be Iowa corn, but it works! Two 
areas of the state held sales this year with plenty of fun 
and hard work for all involved. 

All members feel the responsibility of recruitment, im- 
plementing the effort with talks and demonstrations in 
schools and clubs. Effective results are obtained also 
from our practice of distributing brochures at the state 
fair as well as to the above groups. The OT positions 
in the state are filled adequately except for glaring vacan- 
cies in our state psychiatric hospitals. We stand ready to 
welcome sturdy, qualified fellow therapists to these prom- 
ising positions. Aw, come on! 


OFFICERS 
Secretary-T reasurer ..Carolyn Mericle, O.T.R. 
Delegate ....Rachel Caldwell, O.T.R. 
Alternate Delegate ........................-- Robert Virden, O.T.R. 

MISSOURI 


Delegate-Reporter, Marion Stumpf, O.T.R. 


The Missouri Occupational Therapy Association is con- 
tinuing to meet at various hospitals throughout the city 
of St. Louis. Our activities for the current year have 
been in keeping with the theme, “Expanding Our Hori- 
zons” with a diversified program consisting of lectures, 
business meetings and workshops. 

In September, a panel of speakers representing various 
service agencies throughout the area were presented. 
These included the Service Club for the Blind, public 
library, Alcoholics Anonymous, International Institute, 
and St. Louis Society for Crippled Children and Adults, 
In February, the Eastern Missouri Chapter of A.P.T.A. 
in a joint meeting presented a workshop program on 
“Total Physical Rehabilitation of the Hemiplegic Pa- 
tient.” Aspects of both OT and PT were presented 
in which demonstrations of new techniques and equip- 
ment were included. 

Other workshop programs included during the year 
were entitled “How to Attract O.T.R.’s to Work in 
St. Louis,” “Volunteers,” and “Improvement of the Mis- 
souri Occupational Therapy Association.” The results 
of the latter meeting were formulated, printed and dis- 
tributed to all the active members and formed a basis 
for future planning. One outcome of this discussion 
was a new approach to the question of making the or- 
ganization meaningful to student members. As a_ re- 
sult, about 95% of the students are now participating 
actively as student members. The March meeting was 
planned entirely by them. Two important changes in the 
constitution also resulted from the discussion on improve- 
ment of M.O.T.A. A ways and means committee was 
formed, and a change in the fiscal year was made to 
July-June. 
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OFFICERS 
Vice-President Ruth Leebrick, O.T-.R. 
Secretary... Dorothy Graff, O.T.R. 
Delegate Marion Stumpf, O.T.R. 
Alternate Delegate...................- Theresa Burmeister, O.T.R. 


WESTERN PENNSYLVANIA 
Delegate-Reporter, Elizabeth Whitaker, O.T.R. 

In the past year, our asseciation has continued to 
stress recruitment. With no occupational therapy schools 
in this area, with the advent of two additional veterans 
hospitals and with a growing medical center at the 
University of Pittsburgh, this recruitment has been felt 
as a real responsibility to our profession. Our past ef- 
forts at recruitment are being felt now for the first 
time with a local group of girls returning from the 
schools to swell the number of therapists in this area. 
Our association feels that recruitment should be stressed 
in the high schools and we have sent over seventy-five 
envelopes of recruitment material to schools in this im- 
mediate area. In addition to the material from national, 
we have included a list of departments that may be 
visited by appointment. 

Our association continues to hold bi-monthly meet- 
ings on technical and business matters at the local hos- 
pitals and culminates the year with a picnic during 
the summer. 


OFFICERS 
Theodora Smolinski, O.T.R. 
Secretary Francis L. Lydic, O.T.R. 
Delegate Elizabeth W. Whitaker, O.T.R. 
Alternate Delegate................ Gertrude Sobolewski, O.T.R. 


Georgia Warm Springs Foundation 


GRADUATE COURSE 


Physical Therapy and Occupational Therapy 
In the Care of Poliomyelitis 


This course is open to graduates of approved schools 
of physical and occupational therapy. Such graduates 
must be members of the American Physical Therapy 
Association and/or American oe | of Physical Thera- 
pists, or American Occupational Therapy Association. 


Entrance date: First Monday in January, April and 
October. 


Course I—Emphasis on care of convalescent neuro- 
muscular disease with intensive training in functional 
anatomy, muscle testing, muscle reeducation and use 
of supportive and assistive apparatus. This course is 
complete in itse'f. 


Course 1I—Three months duration with course | pre- 
requisite. Emphasis on care of severe chronic physical 
handicaps with intensive training in resumption of func- 
tional activity and use of adaptive apparatus. 


In-Service Training Program—Fifteen months duration 
at salary of $225 per month plus full maintenance. This 
program includes training in course | and II. 

Tuition: None. Maintenance is $100 per month. For 
scholarship to cover transportation and maintenance for 
course | and II, contact National Foundation for In- 
fantile Paralysis, Inc., 120 Broadway, New York 5, New 
York. (Scholarships require two years of experience). 


For Further Information Contact: 


ROBERT L. BENNETT, M.D. 
Medical Director 


Georgia Warm Springs Foundation 
WARM SPRINGS, GEORGIA 
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Reviews 
PRESENT DAY PSYCHOLOGY, Edited by A. A. Ro- 


back, Philosophical Library, New York, 995 
pp-, $12. 

A most interesting and comprehensive compilation of 
studies by forty experts in various fields and edited by 
A. A. Roback, Ph.D, The volume is divided into five 
units: part one defines trends and present concepts; part 
two discusses the various branches; part three is devoted 
to dynamic and clinical psychology; part four is based 
on statistics and methods; part five encompasses the facts 
of psychology which the editor has entitled “Psychologi- 
cal Borderlands and Humanistics.” 

The book is an excellent study of present day con- 
cepts in psychology and should prove valuable as a text- 
book or a reference book as well as a most instructive 
book for review by all occupational therapists. 


—Bertha J. Piper, O.T.R. 


1955, 


TYPEWRITER REVERSE FEED ACTUATOR FOR 
QUADRIPLEGIC USE, Earl Clifton and John H. 
Wagner, Jr., M.D., Archives of Physical Medicine, 
Vol. 36, August, 1955. 

The device described is a simple attachment for a 
standard mechanical typewriter making it possible for a 
quadriplegic patient to turn the platen in a_ reverse 
direction. The component parts and directions for as- 
sembling are clearly illustrated by photographs. The 
estimated cost of material used is about fifty cents. It 
works on the principle of a ratchet which turns the 
platen. With the aid of a splint and striker device 
used with flail hands, patients are able to operate a 
mechanical typewriter independently. 

—Eleanor Ring, O.T.R. 


MENTAL HYGIENE IN PUBLIC HEALTH, Paul V. 
Lemkau; M.D., McGraw-Hill Book Co., Inc., New 
York, Second edition, 1955, 486 pp., $8. 

The author is Professor of Public Health Administra- 
tion at Johns Hopkins University, on leave as Director 
of Mental Health Services of the New York City Com- 
munity Mental Health Board. The information con- 
tained in this edition of MENTAL HYGIENE IN PUB- 
LIC HEALTH shows the remarkable progress that has 


occurred since the publication of the first edition (six ” 


years ago) toward closer working relations among pub- 
lic health and mental hygiene organizations. Such a 
trend is considered of paramount importance by leading 
authorities who are responsible for programming and re- 
search, while at the same time it begets various dilemmas 
and controversies pertaining to interpretations of special- 
ized roles, viz. “public health vs. socialized medicine,” 
and “the social worker vs, the public health nurse.” 

The contents of this book are arranged in two parts— 
The Place of Mental Hygiene in Public Health and The 
Development of the Individual. Sub-topics deal with 
personality development covering the entire life span, 
eugenics, the community as a social organism, and the 
history of mental hygiene organization. ‘The latter pre- 
sents a stimulating picture, indeed, as we review the de- 
velopment of mental health services from the founding 
of the first mental institution about 1500 years ago in 
Jerusalem to the present W.H.O. Mental Health Sec- 
tion. 

An appendix includes classification of psychopatho- 
logical states and a bibliography for visual aids. In- 
teresting and useful features in the compilation of con- 
tent are the summaries for each chapter and interpreta- 
tive illustrations through the use of charts and cases. 
This volume is reference material par excellence. 


—Bertha Piper, O.T.R. 
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THE TEAM APPROACH TO THE REHABILITA- 
TION OF THE HANDICAPPED HOMEMAKER, 
Workshop Proceedings, The University of Connecticut, 
Storrs, 61 pp., 1955, 

This is a report on a rehabilitation workshop spon- 
sored by the School of Home Economics in cooperation 
with the Division of University Extension at the Uni- 
versity of Connecticut in 1955. 

Speeches which were given and which were deemed 
by the committee to be of most interest are included in 
this report. The information dealt with in these speeches 
include such problems as “The Role of the Homemaker 
and Her Family on the Rehabilitation Team,” “The 
Team Approach from the Management Consultant’s Point 
of View,” and “The Role of the Engineer on the 
Team.” 

Nine professional fields were represented at the work- 
shop, and recommendations of each of these fields’ repre- 
sentatives are reported in outline form. 

An extensive annotated bibliography of books, pam- 
phlets, films, and articles for the following areas com- 
prises the greatest section of the report: General Re- 
habilitation, Care of the Patient, Devices and Aids in 
Rehabilitation, Architectural Planning, Psychological At- 
titude and Adjustments, Family Relations, Home Manage- 
ment and Work Simplification, Employment, Education, 
Community Organizations for Rehabilitation, and a num- 
ber of unclassified suggested readings. 

This report is highly recommended for the therapist 
working in a rehabilitation unit, as well as for the 
therapist teaching in the schools of occupational therapy. 

—Elizabeth Collins, O.TR. 


ADMINISTRATION OF REASEARCH, New 

University Press, 1956, 107 pp., $4.00. 

A compilation of the proceedings of the ninth annual 
conference on the “Administration of Research” held at 
Northwestern University in September, 1955. The con- 
ference-type institute dealt with the roles for industry, 
government and education in research projects. 

Although the discussions were limited to research in 
the physical sciences that pertain to industry and defense, 
the general concepts and problems were basically the 
same encountered in the medical fields. 

The general confusion always experienced with growth 
seems indigenous regardless of the field and was very 
aptly stated by Paul R. Beall, representing the United 
States Air Force, when he quoted, “If you can keep 
your head when all about you are losing theirs, brother, 
maybe you don’t understand the problem.” It seems 
semantics, administration and emphasis are pertinent de- 
terrents, regardless of the purpose of research or by 
whom administered. 


York 


ESSENTIALS OF BIOLOGICAL AND MEDICAL 
PHYSICS, Ralph W. Stacy, David T. Williams, Ralph 
E. Worden, Rex O. McMorris, McGraw-Hill Co., 
New York, 1955, 586 pp., $8.50. 

This textbook of biophysics attempts to show the ex- 
istence of a set of principles in the field. These prin- 
ciples are in relation to (1) the use of physics to explain 
biological phenomena, (2) the effects of physical en- 
vironmental agents on biological material, and (3) the 
use of physical instruments and techniques in studying 
the biological systems. 

Such information is, of course, vital to physical medi- 
cine. Although not intended for use as reference, the 
occupational therapist interested in advanced study will 
find valuable information in those portions of the book 
covering muscle action (including contraction, relaxation 
and thermoelastic behavior), elasticity and breaking 
strength of bones, musculoskeletal engineering (including 
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levers, forces and medical aspect of muscular disorders), 
and the electrical theory of tissue excitation. Data on 
the electrical potentials at the surface of the animal body 
help give a background for  electro-encephalography, 
electro-cardiology, and electromyography. 

Additional portions of the book of special interest to 
physical therapists cover the biophysics of vibration, 
electro-therapy, diathermy, external respiration primarily 
from a biochemical rather than muscular standpoint, and 
the clinical application of ultrasonics and light. 

Some chapters of the book deal with aspects of bio- 
physics not, at present, directly related to therapy. They 
include, among others, application of G-forces, nucleonics 
and nuclear radiations. 

Although the book is highly technical in nature, it is, 
at the same time, surprisingly readable. 

—A. Jean Ayres, O.T.R. 


TREATMENT OF PATIENTS WITH RHEUMATOID 
ARTHRITIS BY PHYSICAL MEANS, J. W. Rae, 
Jr., M.D., L. F. Bender, M.D., The Journal of the 
American Medical Association, Vol. 160, No. 8, Feb- 
ruary, 1956. 

In this article the authors emphasize the unparalleled 
importance of physical treatment as an agent in the 
management of rheumatoid arthritis. High among the 
measures of proven value stand physical therapy and 
occupational therapy. Even after cortisone came into 
common use, physical medicine continued to hold _ its 
place, unchallenged. State the authors: “The most useful 
single procedure in the management of the patient with 
rheumatoid arthritis is physical therapy.” 

Evaluation of the patient must precede any rehabilita- 
tion program. The assets and deficits of the patient 
must be ascertained in regard to his functional capacity 
and physical condition, the former setting realistic goals 
for the individual patient, the latter indicating the neces- 
sary limitations. 

Five classes of physical measures and agents are out- 
lined by the authors, to be used singly or in conjunction 
with one another: (1) heat, (2) massage, (3) therapeutic 
exercise, (4) occupational therapy, and (5) assistive and 
supportive devices. 

The first three fall within the realm of physical ther- 
apy. Heat is used as an analgesic or antispasmodic. Mas- 
sage can be either stimulative or sedative in its effect. It 
frequently follows the application of heat and_ precedes 
exercises for range of motion. Exercises of various types 
are designed primarily to maintain or increase the range 
of motion of joints, the strength, endurance, and coor- 
dination of muscles. Types listed include active exercise, 
therapeutic exercise, muscle setting exercises, active assis- 
tive exercise and resistive exercises. 

Occupational therapy is employed in treating and eval- 
uating the arthritic patient. In most departments, the 
occupational therapist gives tests for hand dexterity in 
activities of daily living. Minor equipment is then 
adapted to fit the patient’s needs and instruction is given 
in the use of these new assistive devices. ‘The therapist 
also develops activities to improve specific joint function 
as well as stimulating interest in an avocation or vo- 
cation, 

Emphasis is placed on proper positioning and _ specific 
exercises to combat deformities in hands and wrists. Light 
weight splints and supports too may be of value, for 
both upper and lower extremities. 

The course of rheumatoid arthritis may be of many 
years duration, punctuated with remissions and exacerba- 
tions. A long-term treatment program is therefore in- 
dicated. The greatest part of the patient’s time is actually 
spent at home, with short periods of hospitalization. It is 
during these periods that the patient must be oriented to 
his disease, that his physical and mental assets and deficits 
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must be evaluated, and that a program of medical and 
physical treatment must be outlined and demonstrated to 
the patient so that it may be carried on in the home. In 
this discussion is stressed the need for “more and better” 
instruction in home programs of treatment that will be 
practiced over the years. Changes in these programs may 
be effected through frequent examinations on an_ out- 
patient basis. 

The ultimate success of the treatment program is the 
responsibility of the patient himself. The article con- 
cludes with the need for realization on the part of the 
patient that a home program cannot cure the disease of 
rheumatoid arthritis or even arrest it, but that it may 
aid in preventing or minimizing any crippling effects. 


—Dorothy Street, Lt. WMSC (OT) 


CONGENITAL MALFORMATIONS AND BIRTH IN- 
JURIES, Jessie Stevenson West, Association for the 
Aid of Crippled Children, New York, 1954, 178 pp. 
This handbook is a revision of Jessie Stevenson’s 1943 

booklet, “Orthopedic Conditions at Birth—Nursing Re- 

sponsibilities,” which has proved its value as a reference 
for many occupational therapists in the pediatric and 
physical disability fields during the intervening years. 

The new issue provides an up-to-date text on handicap- 

ping conditions and their early recognition, and while 

written for nurses points up the functions of all the 
members of the rehabilitation team in meeting the needs 
of the baby and his family. 

The two main sections cover orthopedic malformations 
and birth injuries, and malformations of other body 
systems and organs. Although a good deal of this will 
be in the nature of a review for the well-trained occu- 
pational therapist, the way the material is presented should 
be helpful to all members of the para-medical services. 
In showing the cause of the condition, possibilities for its 
prevention, psychological reactions of the child and the 
family, and potential effects of the handicap on the 
child’s present education and future earning ability, the 
author makes it clear what part each discipline must play 
for the successful outcome of treatment. 

The introduction includes a detailed discussion of the 
genetic and environment causes of congenital malforma- 
tion and birth injuries and is followed by a chapter on 
nursing responsibilities with emphasis on family rela- 
tionships. 

The volume also includes a guide for nursing observa- 
tion of infants and young children, contrasting normal 
and abnormal appearance and movements at different 
ages; a fine list of general references; sources of free 
and inexpensive publications; visual aids; and a glossary. 
There are excellent lists of references following each 
chapter. 

One feature of the handbook deserves special mention. 
This feature is as agreeable as it is unusual in textbooks 
on this subject. Most of the illustrations are of children 
who are beautiful. 

—Elizabeth M. Wagner, O.T.R. 


TONIC REFLEXES AND RIGHTING REFLEXES IN 
THE DIAGNOSIS AND ASSESSMENT OF CERE- 
BRAL PALSY, K. Bobath, M.D., Berta Bobath, Cere- 
bral Palsy Review, Vol. 16, No. 5, 1955. 

This clearly written article starts with the statement 
that the motor behavior of children with cerebral palsy 
is usually a mixture of retarded development and patho- 
logical symptoms, and that it is characterized by a re- 
lease of tonic reflexes. The relevant reflexes, both ab- 
normal and normal, are then discussed in detail, followed 
by a description and interpretation of pertinent tests. 
Since much of this has to do with head position and arm 


use, it should be of interest to occupational therapists in 
this field. 
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The authors conclude that they have found these tests 
useful, not only for diagnosis, but also for the purpose 
of assessing the severity of a case and the results to be 
expected from treatment. References are given for sev- 
eral articles describing treatment based on “The Bobath 
Method.” 

A chart of reflexes and reactions in normal children 
and their time sequence of occurrence, modification and 
inhibition, and some excellent illustrations add to the 
usefulness of this material. 


—Elizabeth M. Wagner, O.T.R. 


PHYSIOLOGICAL FOUNDATIONS OF NEUROLOGY 
AND PSYCHIATRY, Ernst Gelhorn, M.D., Ph.D., 
The University of Minnesota Press, Minneapolis, 1955, 
556 pp., $8.50. 

A textbook for students should contain a standard 
basis for a particular branch of study or discipline. In 
contrast, a book of reference should be used for consulta- 
tion and direction in broadening the concepts of the stu- 
dent or reader. This book by Dr. Gellhorn certainly is 
a valuable book for reference by occupational therapists, 
and as a source book for students. 

In the preface it is stated: “The book is based on the 
assumption that the elucidation of the mechanisms under- 
lying the behavior of the neurons at various levels of 
complexity will ultimately be of great importance to 
neurologists, neurosurgeons, and psychiatrists. Diagnosis 
will be aided by such knowledge, and therapeutic proce- 
dures will be based on it. This trend is exemplified in 
the last chapter, in which some recent unpublished work 
of the author is reported. It is hoped that the facts and 
ideas elaborated in this chapter will be studied with great 
care by those primarily interested in the prevention and 
therapy of functional psychoses and psychoneuroses.” 

The value of this book as a standard reference in 
many instances is indicated by the statement which we 
quoted. A serious attempt to integrate in book form 
the work in this scientific field has been made. The 
bibliographical index of authors is so extensive as to 
make it of value for reference in this single instance. 
The material is so organized that no detail of work is 
left to chance. Even the “concluding remarks” leave 
ro report to “chance” thinking. 

—Barbara Locher, O.T.R. 


FROM CUSTODIAL TO THERAPEUTIC PATIENT 
CARE IN MENTAL HOSPITALS; EXPLORATIONS 
IN SOCIAL TREATMENT, by Milton Greenblatt, 
M.D., Richard H. York, Ph.D., Esther Lucile Brown, 
Ph.D., in collaboration with Robert W. Hyde, M.D., 
Russell Sage Foundation, New York, 497 pp., 1955. 
The Russell Sage Foundation selected three psychiatric 

institutions for the exploratory project recorded in this 

book, viz. Boston Psychopathic, The Metropolitan State, 
and Bedford VA Hospitals in Massachusetts, as “repre- 
sentative of conditions elsewhere.” Extensive detailed infor- 
mation is revealed pertaining to the successes and failures 
of policies where attempts were made to transform the 

institutions from a level of rigid custodial routine to a 

higher plane of “social therapeutic approach,” resulting 

ultimately in vast improvements for the care of patients. 

Development of collaborative attitudes from the entire 

hospital entourage “to dovetail the goals of socialization,” 

requires tolerant and skilful administrative leadership. 

One senses that it has been demonstrated in a remarkable 

way throughout the trials and tribulations of revamping 

the treatment programs in these institutions. An interesting 
parallel is drawn in the final chapter between the con- 
cepts developed in the “moral treatment” era of the nine- 
teenth century and the “social treatment” trend of the 
present day. 

One of the most favorable qualities about the book, 
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from an OT standpoint, is the unqualified acceptance of 
occupational therapy in the juxtaposition of all treatment 
services and personnel. The apologetic utterance, “space 
does not permit . . .,” too frequently seen in medical 
tomes is, fortunately, not encountered here. 

—Bertha Piper, O.T.R. 


AN INTRODUCTION TO PSYCHIATRY, Max Valen- 
tine, M.D.,D.P.M., E.&S. Livingstone, Ltd., Edinburgh 
and London, 1955. 

The author’s purpose in publishing this technical man- 
ual is “to present psychiatry for the medical reader in 
such a way that it will be consistent with his training in 
applied biological science.” The topics, presented in 
fifteen concise chapters, include: Demonology and Spirit 
Influence, the Impact of Psycho-analysis, Instinct and 
Emotion, Mind and Disease, New Outlook in Psychoso- 
matic Disease, the Visceral Brain, Classification and No- 
menclature, Case-taking, Symptomatology, Electroence- 
phalography, Treatment in General Practice, Hospital Re- 
habilitation, Clinical Psychology, Mental Deficiency, 
Problems of Management, and Forensic Psychiatry. 

The section on the visceral brain postulates on chang- 
ing concepts pertaining to function of the hypothalamus. 
“The concept indicates that a number of rhinencephalic 
structures appear to be much more concerned with con- 
stituting an emotional center than with the role tradi- 
tionally assigned to them in dealing with sensations of 
smell . . . The experiencing of emotion is probably not 
centered in the hypothalamus, although this structure is 
generally acknowledged as the head ganglion of the 
autonomic nervous system for the mediation of emotional 
expression. The thalamus may be capable of producing 
some unstructured modalities of feeling, but participation 
of the cortex seems essential for appreciation of complex 
emotional states. There are, however, few connecting 
pathways between the cortex and the hypothalamus; but 
between the hypothalamus and the rhinencephalon there 
are abundant connexions.” Eventual concrete evidence 
of certain functions of the visceral brain, known as the 
“hippocampal formation theory,” will reveal deeper un- 
derstanding of specific disease process in relation to psy- 
chosomatic disorders, 

Case interviews are recorded in the appendix illustrat- 
ing numerous pathological syndromes. 

—Bertha Piper, O.T.R. 


ROLE OF OCCUPATIONAL THERAPY IN RE- 
HABILITATION OF THE PHYSICALLY HANDI- 
CAPPED. Robert L. Bennett, M.D., and Muriel F. 
Driver, O.T.R., Archives of Physical Medicine and 
Rehabilitation, Vol. 36, No. 11, November, 1955. 
The author’s purpose was to discuss certain aspects of 

occupational therapy in the care of the physically handi- 

capped in the hope that it might stimulate further inter- 
est in this most interesting and useful field. 

He discusses the prescription and the difficulty in writ- 
ing an explicit prescription. Correctly written it does 
not attempt to designate the exact components of a cap- 
sule of treatment. It indicates clearly the purpose of treat- 
ment and the results desired. The physician must clearly 
state factors which might preclude the safe conduct of 
treatment. In treatment of physically handicapped patients 
with multiple problems he recommends that the physician 
select and specifically note the particular problems in 
order of importance in order that treatment time can be 
used most advantageously. The physician should be avail- 
able to analyze the response to treatment and to make 
changes as necessary. The occupational therapist’s pres- 
ence at bedside or clinic rounds contributes to her under- 
standing of the patient’s problems and the physician’s 
wishes, 

Order of a specific activity is not indicated as the 
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training of the occupational therapist includes the accept- 
ance of responsibility for the determination and variation 
of activities if the purpose and limitations of treatment 
are clearly outlined. 

The author states that there is a certain logical sequence 
of treatment steps that must be taken to restore maximal 
efficiency to patients with problems of neuromuscular and 
musculoskeletal origin and discusses this sequence of treat- 
ment. The role of occupational therapy and its use in 
conjunction with other forms of therapy is noted. 

The author describes the use and limitation of occupa- 
tional therapy in problems where pain exists. He states 
“as might be expected in any form of treatment that re- 
quires the active participation of the physically handi- 
capped, occupational therapy has certain dangers of which 
the physician should be aware.” He discusses the dangers 
which he classifies as both physical and psychological. 

Function without purpose is wasted. The building of 
muscle strength or the teaching of an activity must have 
a meaningful purpose and this purpose must be of benefit 
to the patient. The end result, the patient’s return to a 
normal environment necessitates that occupational therapy 
be based not only on the medical demands of the bodily 
segments but also on the psychological, social, vocational 
and economic demands as well. Occupational therapy 
activities can be adapted as testing media to evaluate 
physical recovery or to test occupational fitness. The 
physician can utilize this knowledge in his direction of 
the programming for the patient. 

Dr. Bennett defines occupational therapy as an activity 
medically necessary and medically prescribed to accomplish 
the following four goals: 

1. to mobilize, coordinate and strengthen bodily seg- 
ments. 

2. to develop skill and endurance for necessary bodily 
activities. 

3. to test the physical components of occupational 
fitness. 

4. to promote psychological stability through intelligent 
adjustment to unalterable physical limitations. 


—Myra McDaniel, Lt. Col. WMSC (OT) 


DISABILITY EVALUATION, Emil J. C. Hildenbrand, 
M.D., Archives of Physical Medicine and Rehabilita- 
tion, Vol. 37, No. 1, January, 1956. 

In 1911 Wisconsin was the first state to introduce legis- 
lation concerned with the injured worker, now 44 states 
and 3 territories have compensation laws. ‘The need for 
these laws is evident when it is stated that at least four 
million individuals are permanently physically handi- 
capped and that seventy per cent of these are males. Be- 
tween two and three million of these are within an em- 
ployable age range. 

The author reveals that three factors have resulted in 
variations of awards for like disabilities both within and 
between states: (1) lack of uniformity in compensation 
schedules, (2) varied interpretation in terminology, and 
(3) absence of a commonly accepted standard of com- 
parative values. 

He emphasizes that the physician should know that 
disability evaluation should be based on scientific facts 
alone, facts entirely independent of economic difficulties 
and functional maladjustments. Any opinion expressed 
must be based upon scientific reasoning based upon the 
diagnosis. A uniform manner of making reports is essen- 
tial and the report should paint a written picture that 
can be recreated by laymen as well as other medical men. 
It is the physician’s responsibility to evaluate disability 
specifically as to extent of permanent damage or loss of 
function. The percentage of disability should be con- 
stant without regard to age, sex, or occupation of the 
injured. The latter facts are used by the industrial com- 
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mission in their evaluation and in establishing or varying 
the awards, 

The author recommends use of a protractor in the 
measurement of joints where practical and that only the 
useful range of motion be measured. The uninjured 
side is used to represent the arc of voluntary motion. He 
illustrates a method of recording the joint measurements. 
Girths are measured by using a flexible steel tape. Sub- 
jective complaints together with abnormalities and de- 
formities should be described. 

He stresses many points pertinent to specific diagnoses 
of interest to physicians concerned with disability eval- 
uations. 

—Myra McDaniel, Lt. Col. WMSC (OT) 


USE OF OCCUPATIONAL THERAPY IN PHYSICAL 
REHABILITATION, O. Leonard Huddleston, M.D., 
Archives of Physical Medicine and Rehabilitation, Vol. 
37, No. 1, January, 1956. 

The author’s purpose in this paper was to present his 
ideas regarding the use of occupational therapy in the 
physical rehabilitation of patients with neuromuscular 
disorders and to describe the occupational therapy serv- 
ice at the California Rehabilitation Center. The author 
stresses the almost exclusive use of occupational therapy to 
improve the functional use of the upper extremities. 
Activities may be prescribed to improve sitting and stand- 
ing balance or to correct the patient’s posture and work 
habits. Activities do not have to conform necessarily to 
the experience and training received in occupational ther- 
apy schools but may include other activities that are con- 
ventionally included in other ancillary services. 

Whatever a physician prescribes is occupational therapy 
or whatever procedure he recommends is occupational 
therapy regardless of what anyone else wishes to label it. 
It is the author’s belief “that there is little need for ex- 
tensive utilization of diversional therapy, psychological 
training, and psychotherapy which is emphasized so heav- 
ily in some of the occupational therapy training schools. 
In any busy rehabilitation center, there is little need for 
activities other than functional occupational therapy.” 

Dr. Huddleston lists six objectives of functional occu- 
pational therapy and enumerates other occupational ther- 
apy activities not immediately concerned with the devel- 
opment of maximal function of upper extremities. 

The author briefly reviews the principles of neuro- 
muscular reeducation. He discusses occupational therapy 
participation in vocational rehabilitation and_ illustrates 
and describes the separate charts which are used by occu- 
pational therapy and physical therapy in checking the 
functional activities of the patient. He delineates the 
many roles of the occupational therapist as she functions 
as an integral part of the rehabilitation team at the Cali- 
fornia Rehabilitation Center. 


—Myra McDaniel, Lt. Col. WMSC (OT) 


EMOTIONAL FACTORS AND POOR MOTIVATION 
FOR REHABILITATION, John C. Nemiah, M.D., 
Archives of Physical Medicine & Rehabilitation, Vol. 
36, No. 12, December, 1955. 

Lack of motivation, a manifestation of emotional con- 
flicts, hinders a patient’s progress in a rehabilitation pro- 
gram. The author’s purpose is to present observations 
about emotional factors that are important in the pre- 
vention of successful rehabilitation in patients with back 
injuries. He stresses that emotional conflicts 
limited to this group alone. 

Excerpts from recorded interviews are used as a means 
of illustrating the conflicts felt by the patient within 
himself. The author interprets the patient’s statements and 
explains their underlying meanings. He clarifies the dis- 


are not 


parity between actuality and the patients actual statements 
of disability and intention, To the author this is a 
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paradox: “this contrast between the patient’s concept of 
himself and desires for activity, and his helpless inactivity 
which is far greater than one would expect from the 
nature of his lesion.” The patient’s behavior acts as a 
psychological defense against underlying fears, and their 
attendant anxiety. 

Injury to the patient results in a breakdown of the 
equilibrium the patient has established between a seem- 
ingly good adjustment to everyday demands and his con- 
flicting inner needs and behavioral defenses. The under- 
lying hidden impulses become parasitically attached to 
the physical symptoms and may be a major cause of con- 
tinued disability and invalidism. 

The author points up to two factors that are of im- 
portance in the breakdown of the defenses of independ- 
ence and the even temper of the patient after he is in- 
jured: 

1. The patient is deprived of his pattern of being 
active. Dr. Nemiah emphasizes the coalition of profes- 
sional advice which seemingly coaxes the patient into in- 
activity. 

2. The heretofore hidden dependent needs are brought 
to surface expression in conjunction with the symptoms 
and the resulting help and attention they produce. 

Emotionally produced invalidism is not only difficult 
to treat but presents a poor prognosis for successful re- 
habilitation. The remedy is early recognition of the 
psychologically vulnerable patient in order that the period 
of inactivity not be prolonged unnecessarily. 


—Myra McDaniel, Lt. Col. WMSC (OT) 


ACUTE PSYCHOLOGIC DISTURBANCES IN THE 
COURSE OF HOSPITALIZATION OF PATIENTS 
WITH CHRONIC ILLNESS, Eugene Meyer, M.D., 
Journal of Chronic Diseases, Vol. 3, No. 2, Feb., 1956. 


In the medical management of patients with chronic 
conditions it is important to understand three factors 
which govern the patient’s ability to profit from treat- 
ment. These are the nature and intensity of the current 
stress, the emotional strength which the patient can com- 
mand as a result of his previous experience, and the ade- 
quacy of supporting relationships which he can use in 
dealing with the stress or problem. 

Illness may be a great anxiety producing factor. It 
is sometimes a measure of control to which the patient 
reacts in a neurotic way as he did to parental control, 
growing hostile, uncooperative, suspicious and even mo- 
rose. This is often heightened by a misunderstood or 
uncertain prognosis. The author emphasizes the inability 
of these patients to make appropriate perceptions and 
consequent deductions about their hospital experience. 
They thus grow increasingly anxious and suspicious, in- 
serting each new episode into their growing ideation in 
which they often believe their diagnosis is grave and is 
being kept from them, they are not receiving proper 
treatment, and so on. All this serves to make the patient 
increasingly distrustful of those on whom he is dependent 
and less and less able to profit from his care and treat- 
ment. 

Though these reactions stem from the basic character 
structure of the individual, understanding of their origin 
and the psychodynamics involved will usually suggest 
some simple modifications in the treatment or hospital 
routine which will make possible the cooperation of the 
patient. If he is encouraged to talk, one may learn what 
is upsetting him, though great care must be taken to 
avoid identification and sympathizing with the patient. 
Such a relationship may only foster the patient’s neurotic 
patterns and discourage his latent ability to develop ap- 
propriate reactions and defense mechanisms. Because of 
the subtle nature of this process and the degree of skill 
required, the author believes that this is the role of the 
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psychiatrist. The reviewer suggests, however, the occu- 
pational therapist should understand the factors involved 
in psychologic disturbances and develop within appropriate 
limits a relationship with the patient which may often 
enable him to handle some stress and anxiety. 


—Carlotta Welles, O.T.R. 


A new magazine for polio patients was issued May 18. 
It is being sent through professional people and if you 
would like to receive a sample copy or have a list of 
patients who would be interested in receiving the maga- 
zine write: 

Polio Living 
12 Ryan Drive 
Bloomington, Illinois 


CLASSIFIED 
-ADVERTISING 


Classified advertising accepted for POSITIONS WANTED 
and POSITIONS AVAILABLE only. Minimum rate $3.00 
for 3 lines; each additional word ten cents. (Average 56 
spaces per line). Copy deadline first of each month pre- 
vious to publication. 


POSITIONS AVAILABLE 


O.T.R. for crippled children’s school, 9-months term 
beginning September 1, 1956. New building, air condi- 
tioned, central heating. Large OT department well 
equipped. Enrollment 40-45. Cerebral palsy training 
necessary. $3,600.00 for 9 months, school holidays, sick 
leave, school hours, Write M. F. Cloys, Director, Hughen 
€chool, 3620 28th St., Port Arthur, Texas. 


Occupational therapists—junior and senior grade. Sal- 
ary range: $335.00 to $485 per month minus $25.00 for 
full maintenance. Salary dependent upon experience and 
training. Duties: occupational therapist in state mental 
hospital with a reorganized, expanding program.  Sec- 
tional supervision of OT units in admission service, in- 
tensive treatment service, and tuberculosis service. Senior 
therapists may supervise junior therapists, student nurses, 
and OT aides. Write Personnel Office, Logansport State 
Hospital, Logansport, Ind. 


Excellent position available in a small modern con- 
valescent hospital for the geriatric patient. Therapist to 
work in physical injuries. Hospital is in close proximity 
to university hospitals and Western Reserve University. 
Ideal for person wishing to do graduate work. Hours 
arranged to suit applicant. Excellent working conditions. 
Salary open. Apply: Austin B. Chinn, M.D., The Ben- 
jamin Rose Hospital, 2073 Abington Rd., Cleveland 3, 
Ohio. 


Wanted: Occupational therapist for active cerebral 
palsy center. Salary open. Five day week, 4 weeks paid 
vacation, school holidays, sick leave, and annual in- 
crease. Apply: Cerebral Palsy Center, 620 Starr Avenue, 
Toledo 5, Ohio. 


Wanted: Registered occupational therapist for cerebral 
palsy clinic. Forty hour week. For additional informa- 
tion write Priscilla Ball, Executive Secretary, United 
Cerebral Palsy of Tampa, 121 Columbia Drive, Davis 
Islands, Tampa, Florida. 
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Wanted: supervising occupational therapist, female, for 
140-bed psychiatric unit of University teaching hospital, 
forty-hour week, four weeks vacation after first year, 
other benefits. Write, Administrator, Creighton Memorial 
St. Joseph’s Hospital, Omaha 8, Nebraska. 


Highland View Hospital offers several attractive po- 
sitions for staff and supervisory occupational therapists. 
Positions available include clinic treatment and sheltered 
workshop appointments as either practicing therapists or 
on a research team directed toward investigating the vo- 
cational potentials of the chronically disabled patient. 
Salaries open, Work environment at the hospital is of 
the best with modern facilities and equipment. Housing 
is available for families or single employees. 

The department of physical medicine is under the di- 
rection of Dr. M. Peszczynski. The large occupational 
therapy section is directed by R. J. McCauley, O.T.R. 
Address inquiries to the Department of Personnel Rela- 


tions, Highland View Hospital, Harvard Road, Cleveland 
22, Ohio. 


Director of occupational therapy for position in new 
72 bed psychiatric wing of university hospital. Write: 
Personnel Department, N. C. Memorial Hospital, Chapel 
Hill, North Carolina. 


Well established rehabilitation center for physical dis- 
abilities needs staff therapists. Progressive program in- 
cludes functional treatment, ADL training and_pre- 
vocational exploration. Student training program. Lo- 
cated in teaching, research and medical center with 1,000 
bed hospital. City rich in educational, cultural and 
recreational facilities. Forty-hour week with liberal time 
off provisions. Salary $3,168 to $3,963. Two positions 
available after April 1, 1956. Write Dr. Herbert W. 
Park, Director, Physical Medicine and Rehabilitation, 
Medical College of Virginia, Richmond, Virginia. 


Staff occupational therapist wanted at Utah State Hos- 
pital, Provo, Utah. This is a position in a relatively 
new and expanding rehabilitation service in a psychiatric 
hospital. Working conditions are good and_ time-off 
provisions are liberal. Salary $3,900 per year. Appli- 
cants must be registered or eligible for registration. Ex- 
perience beyond training is desired but not mandatory. 
Please direct inquiry to Personnel Director, Utah State 
Hospital, Provo, Utah. 


Registered occupational therapist as assistant to direc- 
tor of rapidly expanding department. Six shops in 1800 
bed state psychiatric hospital; ward O.T. programs being 
developed. Exceptionally well equipped department with 
staff of one O.T.R. and eight O.T. aides. 3% hours to 
Boston via Maine Turnpike. Good personnel benefits, 
salary open. Write to Audry Hill, O.T.R., Box 724, 
Augusta, Maine. 


Wanted: three occupational therapists by an acute psy- 
ciatric treatment center. One must have had some ex- 
perience, two may be recent graduates. This is a con- 
genial situation with an opportunity to live in a pleasant 
city. Address correspondence to Dr. C. O. Ranger, 3009 
Burnet Avenue, Cincinnati 19, Ohio. 


Staff position open for registered occupational therapist. 
Salary open. Pleasant surroundings and working condi- 
tions. Contact Dr. C. G. Ingham, Superintendent, Norfolk 
State Hospital, Norfolk, Nebr. 


Occupational therapist for 345 bed community general 
hospital. Salary open. Excellent working conditions. 
Apply Decatur & Macon County Hospital, Decatur, II- 


linois. 
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Wanted: occupational therapists, men and women, for 
a fully approved, large psychiatric hospital located in 
New England—midway between New York and Boston. 
Brand new building about to be opened, “The building 
of Tomorrow.” New and modern equipment, dynamic 
all inclusive treatment program for patients. Large 
student affiliations with excellent educational program. 
Modern home, maintenance optional. Liberal retire- 
ment plan and illness policy. Paid vacations and holi- 
days, automatic increments, Rotating services which offer 
professional growth. Immediate appointments. Write: 
Harry Kromer, O.T.R., Norwich State Hospital, Nor- 
wich, Connecticut. 


Do OT’s exist? This hospital has unusual advan- 
tages to offer members of this vanishing species—a lib- 
eral, OT-minded administration; new occupational ther- 
apy building, fully equipped, but not fully staffed; new 
living quarters; large student training program, wide 
range of craft supplies and activities; salary open and 
interesting; only $316 per year for complete mainte- 
nance. Vital statistics—state; psychiatric; 3,000 bed; 
center of Connecticut; 40 hour week; vacation, sick- 
time, health and insurance plans as usual; 11 holidays; 
retirement plan; average patient stay—3 months; _hos- 
pital one of first three to be accredited by A.P.A. Cen- 
tral Inspection Board in 1954. Are you _ interested? 
Contact Mrs. Alice Rogers, O.T.R., Connecticut State 
Hospital, Middletown, Conn. 


Wanted: Registered occupational therapist for a 20 
bed psychiatric department. Hospital also has large 
orthopedic and pediatric departments. Salary open. Write 
to Director of Nursing Service, St. John’s Hespital, 
Springfield, Illinois. 


Wanted: Supervising occupational therapist, male or 
female, for department of rehabilitation in university 
teaching hospital. Good salary. Write Harold N. Neu, 
M.D., Director of Rehabilitation, Creighton Memorial 
St. Joseph’s Hospital, Omaha, Nebraska. 


Registered occupational therapist for staff position in 
new 72 bed psychiatric wing of university hospital. 
Write: Personnel Department, N. C. Memorial Hospital, 
Chapel Hill, North Carolina. 


Immediate opening for director of occupational therapy 
department. Salary open. Pleasant surroundings and 
working conditions. OT dept. now operating in the New 
Norfolk State Hospital Administration Building, with spa- 
cious quarters, new and modern equipment. Contact Dr. 


C. G. Ingham, Supt., Norfolk State Hospital, Norfolk, 
Nebraska. 


Wanted: additional occupational therapist for 200 bed 
TB sanatorium. Living quarters if desired; starting sal- 
ary attractive. Many employee benefits. Write American 
Legion Hospital, Battle Creek, Michigan. 


Excellent opportunity for occupational therapist in tu- 
berculosis hospitals in Danville, Normal, Rock Island and 
Rockford, Illinois. Write Illinois Tuberculosis Associa- 
tion, 730 South Sixth Street, Springfield, Illinois. 


Registered OT for new TB sanitarium in Illinois. Civil 
service, retirement, holidays, 40 hr. week, good salary. 
Apply Supt., Chicago State TB Sanitarium, 1919 W. 
Taylor, Chicago 12. 


O.T.R. in out-patient rehabilitation center. Work pri- 
marily with pre-school children. Salary $3600 or more, 
depending on experience. One month paid vacation. 
Write H. B. Williams, Elkhart County Crippled Chil- 
dren’s Society, Inc., 702 Williams St., Elkhart, Indiana. 


141 


| 
| | 


Senior therapist position available—challenging job 
planning and supervising occupational therapy program 
for alcoholic unit in a developing treatment, training 
and research center. Psychiatric experience essential; 
imagination and enthusiasm indispensable! For detailed 
information write to: Mr. Harold E. Miller, Personnel 
Director, New Jersey Neuro-Psychiatric Institute, P.O. 
Box 1000, Princeton, N. J. 


O.T.R. for staff position in 70 bed private psychiatric 
hospital with active treatment service and educational pro- 
gram for resident physicians, student nurse affiliates, etc. 
New 100 bed hospital in planning stage. Insurance, holi- 
days, sick leave, vacations and other personnel benefits 
offered. Contact Personnel Department, Norways Foun- 
dation Hospital, 1800 E, Tenth St., Indianapolis 1, In- 
diana. 


Immediate placement available in progressive well 
equipped occupational therapy department at the New 
Jersey State Hospital, Greystone Park, New Jersey (near 
Morristown, New Jersey), for occupational therapist. 
Salary up to $4200. Staff conferences, excellent guid- 
ance. Unit under direction of Mrs. Lucille Boss, O.T.R. 
Opportunity for promotion to senior occupational ther- 
apist. Liberal New Jersey state civil service benefits. 
Apply personnel department. 


Good opening for an occupational therapist who is 
capable of organizing the occupational therapy services in 
a new admission and intensive treatment unit. Dynamic 
rehabilitation program requires candidate with good po- 
tential for teaching and supervising other occupational 
therapists, students and affiliates. Available to graduates 
of approved schools with two years experience. Salary 
$4740.00. Apply to William F. Green, M.D., Fairfield 
State Hospital, Newtown, Connecticut. 

Wanted immediately: staff therapist for workshop pro- 
gram in cerebral palsy center for teenagers and adults. 
Salary open. Five day week and paid holidays, including 
two weeks at Christmas and one month vacation plus paid 
sick leave. Opportunity for post-graduate training in 
the field of cerebral palsy under scholarship. For fur- 
ther information contact the director, Mrs. Victor Warken, 
523 E. Walnut St., Columbus 15, Ohio. 


Combination §student-instructor position for therapist 
who is equipped to teach skills to occupational therapy 
students and wants to work for a Master’s degree. Salary 
for two and one-half days per week of instruction dur- 
ing the academic year (September 15-May 31) plus tui- 
tion exemption for twelve points of graduate work. In- 
formation: Miss Marie Louise Franciscus, Columbia Uni- 
versity, 630 West 168 Street, New York, New York. 


Registered occupational therapist for physical disability 
program in progressive hospital. Present staff of ten 
O.T.R.’s in respiratory polio, multiple sclerosis, physical 
disability and rehabilitation service, home care, and upper 
extremity research project. Clinical training center lo- 
cated between Los Angeles and beach area. O.T.R.’s 
under orthopedist supervision. Los Angeles County civil 
service requirements: graduation from an accredited school 
of occupational therapy and citizenship. Contact: Mrs. 
Miriam Doyle, O.T.R., c/o Occupational Therapy De- 
partment, Rancho Los Amigos Hospital, Hondo, Cali- 
fornia. 


Position open for director of occupational therapy de- 
partment in TB sanatorium. Vacation, holidays, and sick 
leave with pay, maintenance available, 40 hour week. 
Starting salary $4706. Clinical training program. Write: 
Mr. George Williams, Oakland County TB Sanatorium, 
Pontiac 11, Michigan. 

California—immediate OT vacancy, cerebral palsy unit; 
salary $332.00 to $415.00. Excellent working conditions, 
vacation and sick benefits. Contact: Elmo Alexander, 
M.D., Director of Public Health, P.O. Box 110, Visalia, 
California. 


Opportunity for occupational therapist in progressive 
1700-bed psychiatric hospital near Boston. Civil service. 
Paid vacation, holiday and sick leave. Excellent group 
insurance and retirement benefits. Salary $3000-$3720. 
Contact Head Occupational Therapist, Metropolitan State 
Hospital, Waltham, Mass. 
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Staff position open for O.T.R., Sheppard-Pratt Hospi- 
tal, Towson 4, Maryland. Write Mrs. Marshall L. Price, 
OT Director. 


Jean left with her husband when he got his Master’s; 
Mary started raising a family; Dorothy went to Europe. 
We stayed!—and now have immediate openings for staff 
occupational therapists and supervisors. Opportunities for 
education, professional growth, and satisfaction abound 
in this large teaching hospital. Salaries are within the 
new AOTA recommended range. For further details 
write to: John D. Redjinski, O.T.R., Coordinator of Ad- 
junctive Therapies, Topeka State Hospital, Topeka, 
Kansas. 


Immediate openings: chief and staff therapist for physi- 
cal disabilities in functional therapy. St. Vincent’s Hos- 
pital, N. Y. 11, N. Y. Salary open. Contact Dr. Samuel 
Sverdlik, Rehabilitation Dept. 


Wanted: registered occupational therapist by Aug. 15 
to take charge of well established therapy center dealing 
primarily with crippled children and cerebral palsy. Sal- 
ary dependent on qualifications. Contact Mrs. R. Nagel, 
Coordinator, Gateway Therapy Center, 650 Mathews, 
Fort Collins, Colorado. 


Occupational therapist, registered, for functional activi- 
ties in an expanding physical medicine and rehabilitation 
program. Salary open. Pleasant surroundings and work- 
ing conditions. Apply Superintendent, St. Barnabas Hos- 
pital, New York 57, New York. 

Senior occupational therapist: for progressive program 
in fully approved, non-sectarian, acute, general hospital. 
Our program includes functional and diversional therapy 
for pediatric and adult patients. Expansion program 
now underway will offer opportunity for work in re- 
habilitation unit. A minimum of one year’s experience 
preferred. Liberal personnel policies. Salary open and 
commensurate with experience. Apply to Personnel Direc- 
tor, Mount Sinai Hospital, 1800 East 105th Street, Cleve- 
land, Ohio. 


Occupational “/herapistes 
required for 
Psychiatric Services Branch 


Sask. Dept. of Public Health 


(No.—e/c3318) 


SALARY RANGES: Supervisory positions: $300- 
$364 per month. Non-super- 
visory positions: $264-$324 
per month 

DUTIES: Appointees will assist with the thera- 

peutic programs in mental hospitals and psychia- 

tric units of general hospitals 


BENEFITS: Three weeks holiday and three weeks 
sick leave annually with pay, generous pension 
plan. 


HOW TO APPLY: For detailed information and 
application forms write to Personnel Officer, Dept. 
of Public Health, Provincial Health Bldg. or Pub- 
lic Service Commission, Legislative Bldg., Regina, 
Sask., Canada. 
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Wanted: occupational therapist as an addition to staff 
in a 540 bed general hospital. Starting salary $250 to 
$300 per month. Pleasant working conditions. Two 
weeks paid vacation per year, 28 days sick leave and 
uniforms laundered. Opportunities for social activities 
for a single girl in a growing university city. Write: 
Naida Perkins, O.T.R., Greenville General Hospital, 
Greenville, South Carolina. 


Two O.T.R. positions open September, 1956, (male 
or female) in expanding 900 bed home for chronically 
ill and aged. Salary starts at $3270.00 with yearly in- 
crements to $4108. 37%4 hour week; 20 days sick leave; 
10 days vacation; 13 holidays; pension plan. Write— 
Mr. Raymond J. Groller, Superintendent, Riverview, De- 
partment of Public Welfare, 7979 State Road, Philadel- 
phia 36, Pennsylvania. 


Registered occupational therapist wanted for an ortho- 
pedic hospital and rehabilitation center for children with- 
in commuting distance of New York City. Salary open. 
Liberal personnel practices. Apply: Jacob Reingold, Ex- 
ecutive Director, Blythedale, Valhalla, N. Y. Tel.— 
LYric 2-7555. 


A registered occupational therapist is wanted for im- 
mediate placement at a rehabilitation center, in addition 
to the present staff. This is a five-day, forty-hour week 
out patient center. Write direct to Miss Esther W. Klein, 
Director, Portsmouth Rehabilitation Center, Portsmouth, 
New Hampshire. 


Occupational therapists for Connecticut mental hospitals 
and rehabilitation centers. Expanding programs, new 
buildings and equipment. Starting salaries: occupational 
therapist $3,660, senior occupational therapist $4,020. 
Three weeks vacation, liberal holidays and sick leave. 
Full maintenance at $316 a year. Write Glendon A. 
Scoboria, State Personnel Director, State Office Building, 
Hartford, Connecticut. 


Position available—registered OT for cerebral palsy 
out-patient clinic. Salary open. Liberal personnel poli- 
cies, including 40 hr. week. Apply Max Pfleider, Direc- 
tor, Dutchess County Cerebral Palsy Association, Inc., 
Bowne Property, Pendell Road, Poughkeepsie, New York. 

Qualified person to plan, establish and direct new work 
evaluation center in Toledo, Ohio. No funds to raise— 
salary open—list professional training, experience, refer- 
ences, approximate date available. Write L. O. Kirk, 
Exec. Sec., Goodwill Industries, 601 Cherry St., Toledo, 
4, Ohio. 

Wanted graduate OT to work with neurological and 
orthopedic disabilities in-patient rehabilitation center. Sal- 
ary commensurate with experience. Contact Edward J. 
Lorenze, M.D., Burke Foundation, M maroneck Avenue, 
White Plains, N. Y. 


Get This 
Valuable Tool! 
* 
“ALL-CRAFTS” 


CATALOG 
60 Big pages, packed with thou- Leathercraft 
sands of items in a great variety Enameling 
of crafts. Prices are reasonable. Woodenware 
Service always prompt and com- Metalcrafts 
plete from our large stocks. Since ketry 
1910. Write for your free copy Ceramics 
today. \ Many Others 


SAX BROTHERS, INC.: 
1111 N. 3rd St., Dept. OT 6, Milwaukee 3, Wis. 


NEWS FLASH! 
COLORAMIC 
ALUMACRAFTING IS HERE! 
Now, for the first time, 
2s you can offer your 
eroup aluminum 
circles in five 
gorgeous colors. 
Send for FREE 
literature today! 
help produce superior results, 
- give patients added thrill of 
accomplishment! 
Your metalcraft groups will like working 
with our Super-Brite MIRROR-Finish 
Aluminum and other specially-prepared 
craft metals. They'll start projects with 
assurance that you are ane them the 
benefit of the best. They'll find a greater 
source of pride in the appearance of their 
completed work. 
Metal Goods Corporation's quality alumi- 
num, brass, copper and stainless steel are 


indeed a sound foundation on which to build 
your patients’ sense of achievement. 


SAFE-T-ETCH 
NON-ACID ALUMINUM ETCHING COMPOUND 
especially suited to O. T. usage 


Safe-T-Etch does away with all the old 
hazards of etching with acids .. . is proving 
safer, faster, and easier to use. Ask about it. 


FREE 


BOOKLET 


Tellshowtomakemany 
useful, beautiful items 
We'll be glad to send | 
ou this free booklet on | > 
ow to etch beautiful © 
MIRROR-Finish Alumi- 
num using SAFE-T- 
ETCH. Just fill in and ~ 
mail the coupon below. _ 


WETAL GOODS CORPORATES 


Craft Division 
METAL GOODS CORPORATION 
5237 Brown Avenue 
7 St. Louis 15, Mo. J 
(Please type or print) 


Nome 


Add 


City 


Affiliation 
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A complete line of precision-made fools constructed on 
the versatile X-acto principle of replaceable points — 
and blades. Available: and in sets, from 


Van Street, L.I. c 1, N.Y. 


TO ASSEMBLE AND SEW 


A Craft Activity That's 
a Beautiful and Beneficial 


Glove Kits for Men 
and Women — choice 
of fine leathers — full 
size and color range. Our Glove Kit provides 
fascinating, relaxing and 
rewarding occupation with leather, long recog- 
nized for its therapeutic value, 
Each kit contains one pair of table-cut gloves, 
special needle and thread — and simple, easy-to- 
follow instructions. Made of the finest imported 
leather available, Tailored Gloves will give you 
lasting wear and the satisfaction which comes 
from making them yourself. 


Write TODAY for descriptive folder and prices. 


TAILORED GLOVES, INC. 
GLOVERSVILLE, NEW YORK 


THIS 
BIG ILLUSTRATED 


LEATHERCRAFT 
CATALOG 


There is no finer source of materials for Leathercraft 
projects of all kinds . . easy-to-assemble kits to 
enable beginners to make billfolds, —. purses, belts 
and other attractive items ... . top quality tooling 
and carving leathers for advanced craftsmen. Also 
complete line of Leathercraft tools, accessories, supplies 
and instruction books. 


ATTENTION 


METALCRAFT 
HOBBYISTS 


Here is a comprehensive illustrated catalog from which 
you can make your selection of aluminum and copper 
in sheets and shapes for many projects; copper, alumi- 
num and brass foil for metal tooling; kilns, colors and 
kits for metal enameling; instruction books, tools and 
accessories for metalcraft of all kinds. 


SEND TODAY FOR EITHER 
OR BOTH FREE CATALOGS 


J. C. LARSON CO. 


820 S. Tripp Ave., Dept. 5811 


Chicago 24, Illinois 


AT YOUR 
FINGER-TIPS 


Get your free copy of Hammett's 
catalog listing and illustrating oc- 
cupational therapy materials and 
equipment. 


LOOMS 
Hand or Foot Power 
WEAVING MATERIALS 


Rug Roving, Cotton Yarn 
Carpet Warp, Rug Yarns 


BASKETRY MATERIALS 
Reed — Raffia — Cane 
Wooden Bases and Trays 

Corkcraft 


ART MATERIALS 
Leather and Tools 


SEND FOR THE CATALOG TODAY! 


J. L. HAMMETT CO. 


Educational Materials Since 1868 
306 Main Street Cambridge, Mass. 


|, | 


® 
g 
« 
t \\ 
end 
@ 
fe 
of 
s 
ii 
| 


A BUYER’S GUIDE 


For the Occupational Therapist 
Send for Our Free 
Carefully Indexed 
96 Page Catalogue 
Listing supplies & reference ma- 


terial in most all lines of arts & 
crafts 

Wood Whittling G&G Carving - Raffia - Ceramics 

Leather - Metal - Jewelry - Shelicraft - Flexcraft 

Plastic-Glaze - Textile-Painting - Artists Supplies 

Finger-Painting - Block Printing - Knitting - Flytying 

Glass Etching - Copper Enameling - And Many Others. 


CRAFTERS of PINE DUNES 
DEPT A OOSTBURG, WIS. 


CRAFT SUPPLIES 


For Treatment 
of 
SPASTIC CASES e CEREBRAL 
PALSY e STROKE e POLIO 
HAND INJURIES 


GENERAL ELECTRIC COMPANY’S 
SILICONE 


BOUNCING PUTTY 


Does Not Harden @ Lasts Indefinitely 
Can Be Autoclaved 


OCCUPATIONAL THERAPY 


As A “Trial Order’—Send $2.00 For One 
$2.85 Jar 


S. R. GITTENS, Sole Distributor 
1620 Callowhill St., Philadelphia 30, Pa. 


NEWCOMB STUDIO ART LOOMS are 
designed for Occupational Therapy 
. . . Stimulates hand, arm and leg re- 
flexes. 


$100.00 


This home or in- 
stitution loom gives 
a patient hours of 
pleasant systematic 
exercise. A patient 
can weave attrac- 
tive artistic rugs. 
drapery materials, 
tweeds and other 
beautiful fabrics 
that receive admira- 
tion ... and can be 
sold profitably to a 
ready market in 
their community. 


f.o.b. 
Davenport, Iowa 


Weav'ng is fascinating and profitable and builds 
anew mental attitude towards life in many patients. 
Let us send you our illustrated catalog ... also list 
of warp and weaving supplies. 


NEWCOMB LOOM CO. 


Established 1898 
Davenport. 9-3, Iowa 


A Complete Line of 


Ceramic Supplies 
CLAY BRUSHES 
GLAZE PATTERNS 
MOLDS KILNS 
COLORS SUPPLIES 


FREE PERPETUAL CATALOG 
When requested on your institution letterhead 
Others please send $1.00 


WILLOUGHBY STUDIO 


407 East Florence Avenue Inglewood 1, California 


Now... for the first time 


© A new model HERALD LOOM specifically adapted to 
OCCUPATIONAL THERAPY. A wide range of accessories 
offering time-sav:-3 quick changes for you. 


@ Convenient appliances for increasing shoulder flexion, 
scapular adduction, increased resistance to plantar flex- 
ion and increased resistance to dorsi flexion. Of course, 
this special Herald Loom offers feather-touch ease if 
required. 


No more makeshift adaptation: 
Take care of your problems with 
this new Occupational 

Model Herald Loom. Write 


herald "or de 
COMS/ 2080 EDGEWOOD ROAD 


Redwood City, California 


NOW AVAILABLE 


A separate and entirely different cata- 
logue for the leather worker and crafts- 
man featuring: 


Leathers by the skin, including tooling, 
non-tooling, carving and lining leathers; 
a complete line of buckles, handbag 
locks and accessories, leathercraft tools 
and aids; lacings; knockdown craft kits, 
etc. 


To receive a free copy of this special 
catalogue kindly ask for our No. 100 
Catalogue on your own stationery or 
card. 


© WIDEST SELECTION 
© FINEST QUALITY 
© LOW PRICES 
© SAME DAY SERVICE 


S&S LEATHER COMPANY, INC. 


Colchester 4, Conn. 
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ENCOURAGE INDEPENDENCE 


LONGHANDLED TOOTHBRUSH 


An invaluable health device, one of several we have 
designed specifically for the physically disabled with 
limited range of motion in arms, shoulders, or hands. 
16” long, with varied connection to set toothbrush at 
45° or ° angle, as desired. Made of tubular alumi- 
num, with safti-grip handle and special replaceable 
toothbrush. Complete, prepaid in U. S., $ 5 


DISCOUNTS to Recognized Hospitals and Instit 


ONE OF MANY ITEMS DESIGNED for the eeeateely 
disabled, shown in our catalogue offered below 


Fascole Corporation, >». «- 


Shopping Center for the Physically Disabled 
229 Fourth Avenue, New York 3, N. Y. 


“A New Shopping Center for the 


Free Physically Disabled’ offers a com- 
plete line of intimate, personal 
New items and self-help devices for 


paraplegic, disabled, and recuper- 
Catalogue ating persons. WRITE ON YOUR 
LETTERHEAD NOW 


PRESCRIPTION 
ERCISE 


For years Margo-Kraft has lived by the theme of . 
“Serving to Relax the Hands and Minds of the World.” 
NOW ... those necessary therapeutic hobbies and 
crafts are as near as your Post Office. When any item 
in the Craft, Model, or Hobby field is needed as a 
prescription ... Margo-Kraft delivers. 

You can order your needs from one of the largest 
selections of craft and hobby supplies in the world. 
One order cuts delivery costs...saves time and 
money. AND orders will be shipped within 24 hours. 
FREE illustrated catalog lists over 30,000 items. Write for 
it on your Institutional letterhead. 


Ceramics Woodcraft Leathercraft 
Tools Metalcraft Games 
Flower Kits Textiles “Toys 

s Paints Kits 
Basketry Weaving Art Materials 


Write Margo-Kraft direct for name of your nearest dealer 
WHOLESALE ONLY 


K RAFT. 


DISTRIBUTORS, INC. 
419 So. 6th Street + Minneapolis 15, Minnesota 


Better Your Craft 


IN COSTUME JEWELRY 


Our Creations Are Distinctive 


Our Plating Is Of The Highest Quality 

Our Rhinestones Are The Best 
We are manufacturers of an extensive line 
of plated settings for costume jewelry, spe- 
cifically created for use in occupauona 
therapy. No skill or special tools required. 
We can fill all your needs for settings, rhine- 
stones, pearls, chain, fasteners, boxes, etc. 


DEPENDABLE SERVICE 
HIGHEST QUALITY 
LOWEST PRICES 


Postcard Will Bring Our 1956 Illustrated Catalog 
(O.T.D. References upon request) 


“A.V. CUTT CO. INC. 


210K Fifth Ave. New York 10, N. Y. 


VIII 


SWEDISH WEAVING 
HUCK TOWEL DESIGNS 


Easy to weave borders for towels, place mats, 
aprons, etc. for gifts or sell for profit. Inexpen- 
sive and excellent for the convalescent limited 
in activities. 


Write for “FREE SAMPLES” of toweling and 
other information to— 


MILDRED V. KRIEG 


P. O. Box 82 Riverside, Illinois 


CRAFT SUPPLIES 


over supply need for COPPER ENAMELING and JEW- 
ELRY MAKING, if it’s for JEWELRY, BERGEN has it! 
BERGEN offers the aneere selection of earwires, pin- 
backs, cuff links and all jewelry findings. For COPPER 


ENAMELING, BERGEN has over 300 different shapes 
and copper blanks, over 75 enamels in shaker jars, 


spun bowls, ashtrays, etc. For every need, you'll want 
BERGENS New 1956 Catalogue available now. If you 
are already on our mailing list you will receive your 
catalogue soon. 


WRITE DEPT. OTJ 


Arts. 


128 MAIN ST. - HACKENSACK, N. J. 
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Schools Offering Courses in Occupational Therapy 


Boston School of Occupational Therapy, Affiliated with Tufts University, 7 Harcourt St., Boston, Mass. Mrs. John A, 
Greene, President 


Buffalo, University of, School of Medicine, 2183 Main St., Buffalo 14, N. Y. Asst. Prof. Nancie B. Greenman, OTR, 
Director of Program in O.T. 


Colorado Agricultural and Mechanical College, Fort Collins, Col. Asst. Prof. Marjorie Ball, OTR, Director of O.T. 


Columbia University, College of Physicians and Surgeons, 630 W. 168th St., New York 32, N. Y. Asst. Prof. Marie 
Louise Franciscus, OTR, Director of Training Courses in O.T. 


Illinois, University of, College of Medicine, 1853 West Polk St., Chicago 12, Ill. Assoc. Prof. Beatrice D. Wade, 
OTR, Director of O.T. 


Iowa State, University of, College of Liberal Arts and College of Medicine, Iowa City, Iowa. 4ss’t. Prof. Elizabeth 
Collins, OTR, O.T. Supervisor. 


Kalamazoo School of Occupational Therapy, Western Michigan College of Education, Kalamazoo 45, Michigan. 
Assoc. Prof. Marion Spear, O.T.R., Director of O.T. 


Kansas, University of, School of Occupational Therapy, Lawrence, Kansas. Asst. Prof. Frieda Congello, OTR, Di- 
rector of O.T. 


Michigan State Normal College, Ypsilanti, Michigan, Asst. Prof. Frances Herrick, OTR, Director of O.T. 
Mills College, Oakland 13, Calif. Mrs. Ivabelle B. Rhodes, OTR, Director of O.T. 


Milwaukee-Downer College, 2512 E. Hartford Ave., Milwaukee 11, Wis. Prof. Henrietta McNary, OTR, Director 
of O.T. 


Minnesota, University of, School of Medicine, Minneapolis, Minn. Miss Borghild Hansen, OTR, Director of O.T. 
Mount Mary College, Milwaukee 13, Wis. Sister Mary Arthur, OTR, Director of O.T. 


New Hampshire, University of, College of Liberal Arts, Durham, N. H. Miss Ruth McDonald, OTR, Supervisor of 


New York University, School of Education, Washington Square New York 3, N. Y. Assoc. Prof. Frieda Behlen, OTR, 
Director of O.T. 


Ohio State University, College of Education, Columbus 10, Ohio. Miss Barbara Locher, OTR, Chairman, O.T, Dept. 


Pennsylvania, University of, School of Auxiliary Medical Services, 419 South 19th Street, Philadelphia 46, Pa. Prof. 
Helen S. Willard, OTR, Director 


Puerto Rico, University of, School of Physical and Occupational Therapy, Professional Bldg., Santurce, Puerto Rico. 
Miss Carmen P. Perez, OTR, Senior Supervisor of O.T. 


Puget Sound, College of, N. 15th and Warner St., Tacoma 6, Wash. Asst. Prof. Shirley Bowing, OTR, Director of 
O.T. and Rehabilitation. 


Saint Catherine, College of, St. Paul 1, Minn. Sister Jeanne Marie, OTR, Director of O.T. 
San Jose State College, San Jose 14, Calif. Asst. Prof. Mary Booth, OTR, Director of O.T. 


Southern California, University of, College of Letters, Arts, and Science, Box 274, Los Angeles 7, Calif. Assoc. Prof. 
Angeline Howard, OTR, Director of O.T. 


Texas State College for Women, Dept. of Arts, Denton, Texas. Assoc. Prof. Fanny Vanderkooi, M.A., Supervisor of 
OT. 


Texas, University of, Medical Branch, Galveston, Texas. Miss Rose Marie Wells, OTR, Director of O.T. 


Washington University, School of Medicine, 4567 Scott Ave., St. Louis 10, Mo. Asst. Prof. Erna R. Simek, OTR, 
Director, Dept. O.T. 


Wayne University, College of Liberal Arts and College of Education, Detroit 1, Michigan. Asst. Prof. Barbara Jew- 
ett, OTR, Director of O.T. 


William and Mary, College of, Richmond Professional Institute, 901 W. Franklin St., Richmond 20, Va. Miss H. 
Elizabeth Messick, OTR, Director of O.T. 


Wisconsin, University of, School of Medicine, 1300 University Ave., Madison 6, Wis. Asst. Prof. Caroline G. Thomp- 
son, OTR, Director of O.T. 


Awaiting accreditation: 


North Dakota, University of, Grand Forks, N. D. Asst. Prof. Althea Ashton, OTR, Director of O.T. 
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PRA NG “COLOR MATERIALS OPEN NEW DOORS 10 CREATIVE EXPRESSION. 


OUTLETS WITH THESE SIGNIFICANT COLOR MATERIALS. : 


: BE PRANG-WISE IN ALL YOUR SCHOOL ART AND HANDCRAFT SUPPLIES. SEE YO 
THE AMERICAN CRAYON COMPANY SANDUSKY, OHIO 
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PRANG POWDER TEMPERA 


: ¢ 
PRANG TEMPERA “PRANG AQUA TEXTILE COLORS 
ODE 
MAN“ TODAY, 
i 
, 


